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TESTED 
in numerous mental conditions 


RATED EFFECTIVE 
by the medical and nursing staff 


APPRECIATED 
by the patient 


® 
al t a dihydrochloride 


brand of thiopropazate dihydrochloride 


SEARLE 


In the institutionalized burned- 
out schizophrenic patient 
response to Dartal was 
impressive; in more than 50 
per cent of the patients’ 

the results were favorable. 


In another study? of chronic 
mentally disturbed patients 
with hyperactivity and agitation 
as prominent symptoms, 
approximately 50 per cent 
were improved with Dartal. 
While the majority had 
schizophrenia, the group also 
included patients with chronic 
brain syndrome, manic-depres- 
sive reaction, involutional 
psychoses and psychoneuroses. 


Dartal was considered extremely 
useful in certain patients 

with neurosis and emotional 
hyperactivity. Many patients 
did much better on Dartal*® 
than on previous medication. 


Behavior in the ward was 
significantly improved‘ with 
Dartal when evaluated at the 
end of two and eight weeks, 
as found in a carefully 
controlled study of fifty-four 
patients with chronic 
schizophrenia. 


All these studies and previous 
ones*:* emphasize the relative 
freedom from serious side actions. 
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When “change of life” seems the end of life... 


With the advancing years, woman’s vulnerability to depression often becomes intense. The future looms insecure; 
menopausal dysfunctions spark somatic concern. And as she faces losing a symbol of femininity, even suicidal 
panic may supervene. 

Menopausal depression has been lifted by Marplan—even when withdrawal and loss of affect were severe. 
Episodes of depression can often be controlled by a brief schedule of Marplan treatment, ordinarily 10 mg t.i.d. 
In some patients, release of new psychic energies may be seen on Marplan in as little as three or four days. 


Extensive clinical trials have revealed no hepatitis attributable to Marplan. However, complete dosage informa- 
tion, available on request, should be consulted before administering Marplan. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Consult literature and dosage instructions, available on request, before prescribing. 
MARPLAN®—1 hydrazine 


Division of Hoffmann-La Roche Inc. 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phencthiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,’ drowsi- 
ness, agitation,” restlessness,4 and anorexia.® Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5:© ‘erouixin: is squiss TRADEMARK 


SQUIBB 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 


Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. ‘ . 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. j | Squibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and \ the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 

(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L-E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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from 
marked 


improvement 


to complete 
control 


grand mal 


Seizures 
with 


margin of safety 


CLINICAL EVALUATION OF 486 EPILEPTIC 
PATIENTS* SHOWED THAT: 


In patients who had received no previous anti- 
convulsant medication, ‘‘Mysoline” therapy alone 
provided marked improvement to complete con- 
trol of major motor attacks in the majority of 
patients. 

In patients only partially controlled with maximum 
dosages of other anticonvulsants, the addition of 
‘‘Mysoline” therapy was followed by marked im- 
provement to complete control of grand mail at- 
tacks in 39% of the patients. 

In patients refractory to maximum dosages of 
other anticonvulsants, “Mysoline’’ employed 
alone provided marked improvement to complete 
control of major motor attacks in 34% of the 
patients. ‘ 

in 39 patients with mixed seizures, ‘‘Mysoline’’ 
provided improvement to marked control in 49% 
of the patients. 


ar AYERST LABORATORIES 


The dramatic results obtained with ‘‘Mysoline’’ 
advocate its use as first choice of effective and 
safe therapy in the control of grand mal and 
psychomotor attacks. 


Literature on request. 


*Livingston, S., and Petersen, D.: New England J. 
Med. 254:327 (Feb. 16) 1956. 


SPECIAL POTENCY NOW AVAILABLE 


New 50 mg. small-dose tablet offers prac- 
tical approach to dosage adjustment for 
initiation/combination/and ‘‘transfer’’ 
therapy in selected cases. Available on 
prescription. 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bot- 
tles of 100 and 1,000. Also 50 mg. scored tablets 
to facilitate dosage adjustment, bottles of 100 and 
500. 


¢ New York 16, N.Y. © Montreal, Canada 


“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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‘THORAZINE’, introduced in 1954, is still the most widely 
used antipsychotic agent. It is effective, and it is relatively safe. 
It is extensively documented. It is a standard against which 
other psychopharmaceutical agents are judged. 


‘Thorazine’ gave impetus to a new era of psychiatric treat- 
ment. It is indeed a fundamental drug in psychiatry. 


SMITH 
KLINE & 
FRENCH 


leaders in 
psychopharma- 
ceutical research 
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BUILDING A 


MENTALLY HEALTHY 


COMMUNITY 


By ADDISON M. DUVAL, M.D. 
Director, Division of Mental Diseases 
Department of Public Health and Welfare 
Jefferson City, Missouri 


TODAY WHEN WE SPEAK of mental health we mean much 
more than simply absence of illness. To be mentally 
healthy means to be happy; to have peace of mind. 
harmony of desires and successes, resilience to life's 
tough problems; to love and to be loved—all in the 
presence of a supporting personal philosophy. 

During the past year I presented to the Kansas City 
Mental Health Association sixteen basic guides to the 
development of state mental health programs. Included 
were guidelines specifically directed to community plan- 
ning. These are as follows: 


1. Improved community psychiatric services will 
reduce the number of admissions to state hos- 
pitals. 

All-purpose psychiatric clinics are necessary in 
a modern program. These should include the 
functions of pre- and post-hospital psychiatric 
services. 

3. Day- and night-hospitals, family care, and nurs- 
ing homes should be helpful in the total pro- 
gram. 

4. All general hospitals should have some responsi- 
bility for psychiatric community services. 

5. Community consultative psychiatric services 
should be provided to juvenile and adult courts, 
public schools, welfare and recreational depart- 
ments, nursing homes, jails, and prisons. 

6. Hospital prepayment and insurance plans should 
include provisions for psychiatric illness. 

7. Failure to provide humane care and enlightened 
treatment to mentally ill citizens tends to weak- 
en the moral fibre of our whole nation. 


bo 


I would like to probe into some other less well- 
defined areas which a Community Planning Council con- 


Ed. Note: This article is based on a paper presented 
at the 1960 annual meeting of the Community Planning 
Council of St. Joseph, Missouri. 


cerned with mental health must not overlook. These 
areas are still largely within clinical treatment frontiers, 
but close to the fringes, and they overlap specific areas 
of prevention. 

In speaking of psychiatric treatment services, Gruen- 
berg’ has said, “While each of these services has been of 
value, none of them alone, nor even all together, will 
produce a reduction in the size of the mental health 
problem in a community unless they devote themselves 
to activities that will actually improve the mental health 
of the people.” In other words, we must first identify 
those aspects of living which strengthen, and those which 
weaken the mental health of our citizens. Once these 
are identified, a public health prevention program can 
reduce the incidence of mental disease and deficiency 
just as it has that of physical diseases. While we do not 
yet have full knowledge of the identity of all the positive 
and negative elements of daily living, we do have a 
limited knowledge which can be utilized helpfully. By 
strengthening the positive aspects and reducing the nega- 
tive, we get to the heart-core of prevention of mental 
illness and mental deficiency. 


WHERE DO WE STAND? 


The established public health method to be applied 
includes (1) preventing what can be prevented, (2) 
treating illness by all known helpful methods, and (3) 
reducing the disability associated with illness where this 
can be reduced. Where does psychiatry stand today in 
the application of this method? 

Are we, for instance, applying all our knowledge 
to prevent brain damage to the newborn? Are our mater- 
nal and child health services giving close attention to 
this problem? We know that death rates for both mother 
and child have been sharply reduced in recent years, 
but have we given attention to the resulting increase in 
the numbers of mentally retarded, palsied, blind, deaf, 
epileptic, and other handicapped children who live be- 
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cause of this reduced death rate? Are these handicaps 
preventable? Some certainly appear to be, while others 
are partially so. Specifically, we are referring to such 
defects as those caused by congenital syphilis, by the 
Rh incompatibility of the parents’ blood, and by Ger- 
man measles in the mother during pregnancy. These 
defects are essentially preventable, if adequate examina- 
tions of the mother are always made. At present, we 
suspect but do not know the extent of damage caused 
to the unborn child by poor nutrition in the mother. We 
do know the devastating effects on the child of severe re- 
duction of the oxygen supply in the mother’s blood 
for one reason or another. We do not yet know 
the effects of a small reduction of oxygen, which might 
be a complication of infectious diseases, toxic states, alco- 
holism, thyroid deficiency, or the ingestion of certain 
drugs. Nor do we yet know what, if any, damage to the 
child results from regular moderate doses or single large 
doses of the so-called tranquilizing drugs to the ex- 
pectant mother. More research is needed before proper 
conclusions can be reached. 

Norris* reviews the prenatal factors in mental devel- 
opment, emphasizing the importance of the first twelve 
weeks of the human fetus. He points to the higher 
incidence of mental retardation in children conceived in 
June as related to those conceived in December, hypo- 
thesizing that this may be due to decreased protein in- 
take during the suramer. Complications of pregnancy in 
the mother—whether physical or emotional—appear to 
be related to an increased incidence of mental retarda- 
tion, cerebral palsy, epilepsy, and behavior disorders in 
the child. Further research may indicate that the ob- 
stetrician has an important role to play in the preven- 
tion of mental defects in the newborn, and consequently, 
of emotional disturbance in the family. 


HEALTH AND WELFARE PROBLEMS 


With regard to alcoholism, we now know that de- 
lirium tremens is essentially preventable by the inges- 
tion of a balanced diet, but this knowledge is not yet put 
to full use. We also know that proper nutrition is an 
important element in sustaining the mental and physical 
health of our aging citizens. Are our social agencies and 
the general public giving adequate attention to this 
basic requirement in their assignment of monetary aid 
to our older indigent citizens? Let us remember, too, 
that an adequate diet is no good without teeth which 
can masticate. Today we have the greatest surp'us of 
food in our nation’s history. Yet many of our people are 
still clinically undernourished or suffering from un- 
balanced nutrition. This becomes more important as the 
average span of life is extended. We are becoming an 
older citizenry. With lengthened life come additional 
health and welfare problems which need careful long- 
range planning. 

Are we paying enough attention to the strengthen- 
ing of family life in our society? The Gluecks* have 
shown us that juvenile delinquency can be accurately 
predicted by looking at five elements in family life. 
These elements are (1) discipline by the father, (2) 
supervision by the mother, (3) affection by the mother, 


(4) affection by the father, and (5) unity of the family 
as a group. Have these elements been ignored in our 
search for better community mental health? We know 
that many children really have no family life. Large 
numbers are now awaiting home placement, yet no 
homes are available. The incidence of mental illness 
increases in children without proper family relationships. 
Yet the placement of children in unstable foster homes 
may be worse than no placement at all. We should also 
search constantly for ways and means to strengthen the 
character, motivation, and maturity of our growing 
youth. One way is to live as individual parents and en- 
lightened citizens so that our children—through identifica- 
tion with us—strive to be like us. Our weaknesses can 
rise up to strike down our children during their forma- 
tive development. 


EDUCATING THE MENTALLY DISABLED 


Do we remove a mentally ill or retarded child from 
the public school too quickly? Obviously the common 
good of other children in the classroom must be care- 
fully considered, as well as that of the disabled child, 
but we know that a mentally disabled child excluded 
from school is in a more hazardous position than one 
not excluded. We might, therefore, give more attention 
to devising better ways and means of keeping moderate- 
ly disabled children in public schools by providing 
enough specially trained teachers and consultation in 
psychiatry or psychology if needed. Communities might 
use other approaches to positive mental health by en- 
couraging, for instance, more church-centered family 
activity, and more individual participation in politics 
and government; by improving police methods, especial- 
ly for juveniles; by improving living standards; and by 
working closer with youth groups themselves in plan- 
ning for them. 

The community's attention should also be directed 
to the inadequate operation of adult and juvenile courts, 
and particularly to their need for the help of professional 
people. At present, mental illnesses or defects in persons 
coming before the court often pass undetected. It has 
been estimated that 10 per cent of those in jails and 
prisons are mentally ill! In Massachusetts the law calls 
for a mental examination of all individuals charged with 
major crime, who have a record of previous convictions. 
Similar laws in other states would help to identify those 
who are mentally ill. . 


CRIMINAL RESPONSIBILITY 


Most states need to re-examine their tests for crimi- 
nal responsibility in the light of new knowledge gained 
from the fields of psychology and psychiatry about hu- 
man behavior. Most psychiatrists believe the old Mc- 
Naghten Rule—i.e., knowledge of right and wrong—is 
no longer an adequate test of criminal responsibility. 
The psychiatrist, however, should not be asked to judge 
whether the presence of mental illness—mild or severe— 
constitutes “insanity” or “unsoundness of mind” before 
the court. As a physician, he should clearly report his 
findings of illness, if any, together with his opinion on 
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removes the bars between patient and psychiatrist 


Tri lafom help: avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensorium 


; 
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Tri lafon helps the psychotic 


perphenazine 


function more effectively—shortens hospitalization’ 


Responsive psychotic patients on TRILAFON exhibit “...dramatic gaining of insight and 
appropriate judgement...clarity of thought and a clear understanding....”* 

Available as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 
administration, precautions and contraindications. 


References: (1) Ayd, F. J., Jr.: New England J. Med. 26/:172, 1959. (2) Morgan, D. R., and van Leent, J. PB: M. J. Australia 45:696, 1958. 
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the relationship of the illness to the crime committed. 
In a democracy, however, it is the duty of the court 
and/or the jury to decide whether the individual is 
criminally responsible and whether he should be sent to 
a mental hospital. The psychiatrist cannot be prosecutor, 
witness, judge, and jury all in one. Such would be a 
travesty of justice. 

It would be a great step toward positive mental 
health if the community could accept mental illness— 
whether mild or severe—without undue anxiety, preju- 
dice, or distortion. Inability to do this is obstructing the 
best-intentioned rehabilitation plans for discharged pa- 
tients. Somehow we have failed to share our modern 
knowledge about mental illness, including its specific 
causes, treatments, and recoverability. Too many people 
still believe that once mentally ill, always mentally ill, 
and that each mentally ill person is always actively 
dangerous. This is simply not true. Our citizens are 
impressed by newspaper reports of crime committed by 
former mental patients. What they fail to realize is that, 
according to reliable statistics, the discharged state 
mental hospital patient breaks the law less frequently 
than the citizen who has never been mentally ill. This 
misunderstanding is furthered by the fact that the good 
adjustments made by most discharged mental patients 
are not considered to be news. 


SOCIAL RELATIONSHIPS 


A healthy family is composed of healthy individuals, 
and a healthy community is made up of healthy families; 
but just as the individual is more than the sum total of 
his body organs, so is the total community more than 
the sum of its component families. Just as we consider 
the relationships between the functions of the different 
body organs, so must we recognize the importance of 
the interrelationships between segments of the com- 
munity—be these racial, religious, or social. Modern 
sociology is bringing new and helpful insights into these 
aspects of community life, but we need a great deal 
more research to develop and point the way to future 
planning. 

Communities may be said to operate much like in- 
dividuals with regard to two broad aspects of personality 
—body and spirit. Body is represented by homes, streets, 
stores, schools, and churches, while spirit is expressed 
in goals, feelings, mores, and attitudes. The healthy 
community, like the healthy individual, can be described 
as enjoying reasonable security, good status in relation 
to others, the consummation of loving others and being 
loved, the satisfaction of active and passive recreation— 
all in the presence of a satisfying philosophy. 

More insight might be gained into the operations of 
a community if we applied to it our available knowledge 
about human personality—its needs, structure, function, 
and defects. We see a great variety of functions within 
the average person, all without the presence of disease. 
The same concept applies to communities, and there is a 
great similarity in basic needs. 

The same type of comparison could be made with 
regard to the development of anxiety and tension in the 
individual and in the community, and also to the methods 
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by which these are properly controlled in either case. 
Other relationships are seen in such areas as discipline, 
education, isolation, integration of value systems, com- 
munication, prejudice, and various other social adjust- 
ments. 

Mackay* has said that the “great trouble with the 
world lies in the perversity and contrariety of human 
behavior. Perversities arise, not from intellectual, but 
from emotional forces in the individual. Virtue is not 
born of knowledge, nor vice of ignorance. The determina- 
tive emotional forces in behavior are compounded out 
of the original self-preservative and race-preservative im- 
pulses of the individual. If they are deformed into pat- 
terns of fear and hatred and aggression, it is not in 
formal education, but in the complex personal impact of 
parent and society on the child.” 


RESEARCH AND NEW KNOWLEDGE 


If we believe these statements, it behooves us, as 
community planners, to push forward on all fronts—not 
only to improve and refine present knowledge concern- 
ing man and his social actions, but to develop through 
intensive research new knowledge and new methods 
which can guide us along the path to better mental 
health for individuals, for families, and for communities. 

If clinical psychiatry is to be of material assistance 
in improving the mental health of our communities, I 
believe we must be willing to move away from purely 
institutional psychiatry and directly into intimate par- 
ticipation with other social agencies in an attempt to 
determine what disease-producing forces are and how 
they are identified. One way to do this is to study care- 
fully the crisis situations in families and in individuals to 
determine why and how these situations are worked 
through successfully or unsuccessfully. We need to know 
why maladaptive mechanisms develop, and why these 
sometimes result in mental disease and sometimes do not. 
Only through such increase of knowledge will the an- 
swers be found. 

For the development of a whole stream of dynamic 
forces moving toward positive mental health, we need 
the intense and very personal interest and support of 
every organization, agency, club, association, society, 
and congregation which makes up the community, as 
well as the interest of dedicated individuals. Only in this 
way will our objective of improved mental health for 
the individual, for the family, and for the community 
be possible in the years to come. . 
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Compazine Spansule’ 


brand of prochlorperazine 


in the hospital 


The convenient qizh “‘Compazine’ Spansule 
capsule dosage regimen permits nurses to 
spend /ess time administering medication and 
more on other forms of therapy. Also, “Span- 
sule’ capsules stretch budgets. Whenever six 
‘Compazine’ patients are changed from t.i.d. 
tablet medication to ‘Spansule’ capsules, the 
money saved treats an additional patient. 


brand of sustained release capsules 


on the job 


‘Spansule’ capsules give you better control 
over the office patient. Inconsistent observance 
of tablet dosage regimens may cause a break- 
through of symptoms. With ‘Spansule’ cap- 
sules, however, you rely less on the mood and 
memory of the patient—one dose in the morn- 
ing provides ‘Compazine’ protection through- 


out the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and (especially 


for high-dosage regimens in hospitals) 75 mg. 
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A RECENT LETTER from Dr. Harold L. McPheeters, 
Secretary-Treasurer of the National Association of 
State Mental Health Program Directors, commented 
upon the undesirabilitv of changing the name of this 
magazine from Mentat Hosprrats to something 
which might imply a broader coverage of current 
psy chiatric practices. Dr. McPheeters, in report- 
ing upon the discussion held by his organization in 
Atlantic City last May, writes in part: 

“The overwhelming sentiment favored retaining 
the name Mentat Hosprrats and keeping the pri- 
mary focus on mental hospital activities. There was 
general acknow ledgment that the hospitals will be 
moving much chaser to communities, and that this 
aspect of the mental hospital role should be featured 
in the magazine. ... The members felt the need for 
one journal dealing specifically with the mental hos- 
pital and its activities.” 

These leaders of the state mental health programs 
have thus pinpointed a trend which is almost daily 
gathering ng endeavor by hospitals 
and communities. Addison M. Duval’s article 

“Building a Mentally Healthy Community” (see page 
7) represents a milestone in thinking. Here is a state 
commissioner concerning himself with matters which, 
a few vears ago, would have seemed quite outside his 
purview. Dr. Harry Solomon (page 14) in his Past 
President's essay, points out that ideas which only 
three years ago were barely experimental are today 
the subject of a 1960 report to the Governor of a 
great state. 

In the 1940's, as Mr. Mike Gorman reminds us 
(p. 24), we were concerned with rescuing the state 
mental hospitals from their sad plight, in doing some- 
thing about “the shame of the states,” “cleaning up 
the snakepits,” and so on. We promised all kinds of 


wonderful things if only we could have more hos- 
pital beds, more intensive treatment units, more 
buildings. Much was needed, and indeed much was 
accomplished during these years. 

Then came Dr. William Menninger's famous 
words “brains not bricks,” followed in 1958 by Dr. 
Solomon’s much misunderstood suggestion that large 
mental hospitals should be liquidated. ‘(The opera- 
tive word — was the one which was overlooked 
bv his critics! ) 

Today, however, we have shifted away from the 
notion that ‘ ‘community psychiatry” is somehow op- 
posed to “hospital psvchiatrv.” At the 1960 Mental 
Hospital Institute, to be held October 17-20 in Salt 

Lake City, nearly 500 hospital people will explore in 
depth their relationships with various community 
groups. By implication, we are beginning to regard 
the mentally sick as “people” rather than as “patients.” 

‘But we must not turn our backs on what has 
been useful in the past. In cur enthusiasm for new 
ideas, we must not overlook the place of the public 
mental hospital in the continuous treatment chain. 
Not all patients can be discharged—at least in our 
present state of knowledge. As Dr. Solomon points 
out, state mental hospitals will continue to be needed 
for those whom we do not yet know how to restore 
to health. This courageous man accuses us all, in- 
cluding himself, of neglecting our duty to study the 
problems presented by these so-called “chronic pa- 
tients.” 

Let us by all means continue to broaden the 
treatment field of public mental hospitals, and at the 
same time, the editorial content of our magazine. 
This is the trend—this is history in the making. But 
just as we shall continue to strive for the betterment 
of the “hard core” of long-term patients, so will our 
magazine continue to publish papers on “inside-hos- 
pital” problems. 

The name Menta Hospirats is not outworn, 
nor have its subscribing hospitals outworn their use- 
fulness. Outworn only is the notion that a hospital is 
a permanent “city of the sick” bounded by the bricks 
and mortar of its walls, and by the real estate on 
which it stands. 


j 
AJ | 
SS 
& 
| 
| 
| 


14 


Number Two in a Series by Past Presidents of A. P. A. 


Wuen Dr. Matuew Ross, the Medical Director of the 
A.P.A., and the Editor of Mentat Hosprrats, asked me 
to write an essay in my role as Past-President, I re-read 
the Presidential Address I gave in 1958 to the member- 
ship of the A.P.A. Among other things, I said: 

“We are now ina period of hopeful change . . . in 
treatment facilities for the mentally ill. Psychiatric wards 
are being opened in the general hospitals; outpatient 
clinics are increasing in numbers; day- and night-hos- 
pital facilities are being provided: half- -way houses are 
being experimented with; the place of an extension 
service whereby the hospital provides service to patients 
living at home is being studied on models provided by 
our English colleagues . Liberalization of insurance 
plans to provide care for mentally ill individuals makes 
possible greater utilization of wards in general hospitals 
and private mental institutions. Small intensive treat- 
ment units are being provided either as independent 
hospitals, or as a portion of the large hospital providing 
a more rapid turnover of patients. Rehabilitation services 
and aftercare clinics help to support patients in the 
community who previously would linger in hospitals. An 
atmosphere of greater optimism about the outcome of 
psy choses leads to an attitude of greater liberalization 
in the discharge of patients and a willingness on the part 
of hospital authorities to take certain calculated risks. 
Several states are experimenting with new types of 
facilities to better comfort those among our aged people 
who show some signs of mental deterioration but who 
are not disturbed enough to find the wards of our mental 
hospitals a suitable haven. All of these factors have 
favorable potential for reducing the number of chronic 
—_ and lessening the need for beds.” 

I also expressed the belief that the care of the long- 
term mentally ill patient, who will be with us for a con- 
siderable period of time, remains as one of the great 
challenges we have failed to meet and must somehow 
attack anew. I repeat today, with total conviction, that 
this challenge demands much study, much investigation, 
and a concentrated effort to do our duty. For these 
chronic patients, our present hospitals will continue to be 
needed, although we may confidently expect that, follow- 
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ing the trend of recent vears, the number of patients. in 
public mental hospitals will be greatly reduced. 

In discussing the evolution of the large public 
mental hospital as we now know it, I further stated that 
we could not expect much improvement in the staffing 
of these institutions, and that, therefore, we could not 
expect to make true hospitals out of them. No state hos- 
pital even today has an adequate staff as measured 
against the minimum standards set by the American 
Psychiatric Association, yet these standards represent 

only a compromise between what was thought to be 
truly adequate and what might be remotely possible. 

Today, three years later, the A.P.A. has developed a 
proposal to conduct a study leading to the reformulation 
of the existing standards. ( Ment. Hosp. 11:5:37-38, May 
1960. ) Among a number of criticisms made was the 
statement that existing standards “do not provide a basis 
for speeding the development and applicability of new 
and promising trends and practices.” 


THE THERAPEUTIC COMMUNITY 


The standards were developed at a time when all 
our attention was concentrated upon improving our 
existing facilities — public institutions housing many 
thousands of patients. At this time, humane care 
was foremost in our minds, and until the minimal 
necessities for shelter and subsistence were obtained, 
we were not able to think of dynamic treatment pro- 
grams. During the past decade, however, we have seen 
the birth of the so-called therapeutic community, with 
its emphasis on interpersonal relationships and patient 
self-help. This concept leads naturally to a consideration 
of whether all acutely ill patients need stay in the hos- 
pital so long that they dev elop what might be termed 
a_side- eliect—" ‘institutionalization.” These ideas have 
been greatly facilitated by the new ataractic drugs which 
came into extensive use in the middle of the 1950's. 

It was within this context that I addressed my 
colleagues at the Annual Meeting of 1958. Now, in 
1960, my report as Commissioner of Mental Health. to the 
Governor and Legislature of the Commonwealth of Mas- 
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sachusetts represents my own proposals, and those of 
the Department of Mental Health, as to how we may con- 
tinue to develop these ideas into a truly modern pro- 
gram for the treatment and prevention of mental illness. 
What follows is, in essence, the heart of this report. 

During the past four years, Massachusetts, like 
almost every other state, has been able to report a re- 
duction in the number of individuals remaining in its 
public mental hospitals at the end of each year. This 
trend towards the depopulation of state hospitals means 
that a greater number of patients are being returned to 
their homes and their communities, most of them capable 
of productive services to these communities. Yet during 
the same period, there has been a notable increase in 
the number of admissions. Whereas the number of 
patients remaining in Massachusetts hospitals shows a 
decrease of an estimated 2.6 per cent, the total admis- 
sions have risen by 30 per cent. 


RISING COSTS 


Obviously, then, we are able to treat a larger num- 
ber of patients and restore them to their communities 
in a comparatively short period of time. A pertinent 
question is whether, as a result, the expenditures will be 
reduced. On the contrary, a reasonable projection of 
future needs and plans to meet these needs indicates 
an increase in costs. In 1950, the costs of the Massa- 
chusetts Department of Mental Health amounted to over 
thirty million dollars. The projected figure for 1960 is 
nearly sixty-million—practically double the amount a 
decade ago. 

Some-of this increase, of course, reflects inflation, 
increases in wages, and improved facilities. The cost of 
medical care has risen precipitously throughout the coun- 
try, and state hospitals are subject to similar increases. 

There are other causes, however, and one of these, 
curiously enough, is shorter hospitalization. In Massa- 
chusetts, we admit about 11,000 patients to our institu- 
tions annually—and at the same time we must deal with 
some 20,000 anguished relatives, who must be inter- 
viewed and given supportive treatment. The newly ad- 
mitted patient requires much more than the long-term 
patient in the way of intensive care, professional services, 
laboratory studies, X- -ray services, and the like. 

Thus, with the increasing admission rate and shorter 
hospital stay, costs are greatly increased, and the fore- 
cast is for a continuing ‘geese rated admission rate over 
the next few vears. This is because the great increase in 
births during the last 15 years or more is now producing 
individuals who are in the period of life most prone to 
mental breakdown. 

In order to facilitate the discharge of hospitalized 
mental patients, conditions must be provided for com- 
munity readjustment. More psychiatric social workers 
are desperately needed to keep pace with the discharge 
rate. Rehabilitation personnel, now nonexistent in most 
institutions, are greatly needed. More recreational work- 
ers and occupational therapists are required to activate 
patients and fit them for life outside the hospital. Public 
relations personnel would help to provide a more posi- 
tive climate in the home community. With the large 
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number of employees in our institutions, personnel 
officers should be available, but at present seldom are. 

Aftercare of discharged patients is essential if con- 
tinuing health is to be expected and re-admission to the 
hospital avoided. Mental disease, by and large, tends 
to be of a chronic nature; thus, continuing treatment and 
support is needed for many patients over a long period 
of time. If this is not available, hospitalization must be 
prolonged, or in many Cases, re-entry becomes necessary. 
It is curious that of all types of chronic illness, mental 
illness is the only one for which little or no provision 
has been made for continuing care and treatment. 

At the same time, facilities must be provided for pre- 
hospital treatment, and for screening of patients so that 
only those who are in true need of hospitalization will 
be admitted. Two important experimental projects are 
being carried out in this area by the Boston State Hos- 
pital and the Massachusetts Mental Health Center. 
These studies have shown that about 50 per cent of the 
patients being considered for hospital admission can be 
cared for in the community without total hospitalization. 
At the Boston State Hospital a team is available at all 
hours to meet acute emergencies by going to the home 
of the individual, examining him, and assessing the type 
of care and treatment which might best suit his needs. 
At the Mental Health Center, which is a smaller institu- 
tion with a waiting list of patients for whom there are 
no beds, emergency cases are referred to the Community 
Extension Service (Ment. Hosp. 11:6:36-38, June 1960) 
where a similar assessment of needs is made. 

Day-hospitals are among the alternatives which are 
meeting with considerable success. It is possible for 
some patients applying for full admission to use these 
part-time facilities instead. They thus avoid the disadvan- 
tages of total hospitalization and remain in the midst 
of their families and communities. A side-result is that 
the medical costs are much reduced. Again, the avail- 
ability of the day- -hospital allows for an earlier release 
from the hospital oi a considerable number of patients, 
who can thus have limited care before again taking on 
the total responsibilities of living. 


COMMUNITY CLINICS 


In Massachusetts we have developed some 18 clinics 
in different communities. Each local community con- 
tributes to the administrative costs of its own clinic and 
furnishes housing, while the Division of Mental Hygiene 
supplies a professional clinical team. At present these 
clinics are devoted primarily and almost exclusively to 
the diagnosis and treatment of disturbed children up 
to the age of sixteen. Another enterprise of this division, 
undertaken in 1957, is the establishment of pre-school 
nursery centers for retarded children between the ages 
of three and seven. At the present time some 24 centers 
are functioning. Although the existing 18 clinics and 24 
centers are still insufficient in number, they do provide a 
striking example of what can be done to help individuals 
through their difficulties without resort to a hospital or 
institution. 

Among the activities of the Department of Mental 
Health is the Division of Legal Medicine which attempts 
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to provide psychiatric services to delinquents, to prison- 
ers at the correctional institutions, to parolees, to the 
Youth Service Board and to the courts. Clinics afford 
examinations and reports to the courts and probation 
services, and make treatment available to individuals 
who authorities feel would benefit from it. Under our 
existing laws any court may send individuals appearing 
before it to a state hospital for examination and report, 
but this is expensive and perhaps undesirable in some 
cases. In areas where the Division of Legal Medicine 
has a clinic, the references to the hospitals are reduced 
by about 50 per cent, with the great advantage of quicker 
service to the court at less cost to taxpayers. 

Research activities, too, are costly, but it is generally 
recognized that benefits to all patients are greatly en- 
hanced by the existence of a research program in a hos- 
pital. Moreover, it is the responsibility of hospital 
psychiatry to foster new knowledge in the prevention 
and treatment of mental illness, and to search for its 
causes. For many years the Commonwealth of Massa- 
chusetts has provided a modest research budget, but 
this is too limited to satisfy the needs. Nevertheless re- 
search is going on at an accelerated rate, largely by sup- 
port from "Feder al and foundation grants, although much 
of the cost in overhead and in staff activities is borne by 
the Commonwealth. Despite the generosity of the sup- 
port, however, the project grants are time-limited from 
one to three or five years, so ‘that a continuing permanent 
staff is not available. It is gratifying, therefore, to record 
that this year’s state budget includes five new positions 
for research personnel, which will give much needed 
continuity. As a result it is certain that greater progress 
will be made, and that more funds from. “outside sources 
will become available. 


PROFESSIONAL TRAINING 


Professional education is likewise of great  sig- 
nificance, and for many years Massachusetts hospitals 
have been active in giving instruction in psychiatry in 
the medical schools of the state. Graduate training is 
offered in the form of residency programs. The approval 
of a mental hospital as a training center is prized as 
recognition of the work being done and the instruction 
that can be offered. At present 8 out of our 12 state 
hospitals are approved for residency training, as is one 
of our state schools. Other training programs include 
programs for nurses, psychiatric soci ial workers, occupa- 
tional therapists, psychologists, chaplains, and others. In- 
service training has been strengthened for many profes- 
sional and sub-professional groups. The largest program 
has been in the training of attendant nurses so that 
they may qualify through examination for the newly cre- 
ated position of Licensed Practical Nurse. About 2,000 
individuals have passed this examination. The creation 
of this category in Massachusetts by legislative enact- 
ment and budgetary approval has been one of the most 
important advances in recent years, providing the possi- 
bility of immeasurable improvement in the nursing ca- 
pacity of our employees. 

The record shows that 23 new buildings have been 
constructed for the Department of Mental Health within 


the past four years. At first glance this seems like a large 
construction program. But it will be seen in new per- 
spective when it is realized that there are 1190 separate 
buildings on the properties of our 18 institutions, and 
that many of these are dilapidated fire hazards and no 
longer functionally satisfactory. Moreover, of these 23 
buildings, only 8 are directly for patient use; another 
8 are new service buildings, or additions to old ones; 
2 are for employee housing, and 3 for auditoriums, 
gymnasiums, and school facilities. 

One entirely new hospital, Cushing Hospital at 
Framingham, represents a milestone in the care of 
elderly patients. This was an army hospital during the 
Second World War, and was later used by the VA. 
A few years ago it was made available to the Common- 
wealth, which has turned it into an institution for the 
elderly who are incapable of looking after themselves 
because of physical disability with waiid mental symp- 
toms, but are not necessarily in need of commitment for 
mental illness. These people are being cared for under 
the Department of Mental Health in a most satisfactory 
manner. They pay for their care, either through private 
sources, or through Social Security, Old Age Assistance, or 
disability allowance. Unfortunately this is the only hos- 
pital in the state whose patients are permitted Old Age 
Assistance and disability pay. 


MENTAL HEALTH CENTERS 


While it must be recognized that many of the exist- 
ing obsolescent buildings must be demolished and re- 
placed, it does not follow that large new buildings 
should be placed in the same locales. For the most part, 
small new buildings should be placed on different sites, 
thus defeating, at one blow, Parkinson’s Law and the 
isolation of the mentally ill. Our general plan is to 
establish centers for mental health services in the larger 
cities, in close proximity to and in close association with 
general hospitals and general medical facilities in these 
areas. Approximately six such centers will be strategically 
placed in the larger population centers to afford pre- 
and post-hospital community care for all ages. Full-time 
hospitalization will be av ailable where “indicated. A 
center will consist of a sufficient number of beds to 
care for the needs of the area, with day- and night- 
hospital services, and clinics for those not needing hos- 
pitals or day-care, or for patients resident in the com- 
munity after discharge. The clime will also provide 
diagnostic and treatment facilities for emotionally dis- 
turbed children, for retarded children, for adolescents, 
and for adults in early, middle, and later tife. Each 
center will be under the management of a nearby state 
hospital so that there may be an exchange of staff. It 
will have close association with the community general 
hospital for such services as operative, laboratory. X-rav 
facilities and so on. A unit with 40 beds for inpatients 
can serve a population of considerably more than 100,000. 
It will admit and treat some 240 patients a year, since 
experience shows that in most cases, an average stay of 
30 to 45 days will suffice. With social service workers 
and rehabilitation and placement officers working in the 
local area, proper attention can be given to the needs of 
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the patients, as well as those of their families. This will 
aid immeasurably in community acceptance. 

In Boston it is proposed that one unit with 120 beds 
and a similar unit with 60 beds shall be established, and 
the Legislature, at the Governor's request, has provided 
funds for a preliminary architectural study and design 
for these two sizes of unit. 


EXPANDED SERVICES 


The over-all state plan calls for an orderly addition 
of these facilities and services throughout the state. In 
addition, the mental hygiene clinics, to be increased 
from 18 to 43, will attempt to expand their services to 
take care of adults as well as children, and new cases 
from the community as well as patients discharged from 
the nearest state hospital. 

With the completion of the plan, there will be two 
relatively large intensive treatment, training, and re- 
search centers in the heart of the metropolitan district 
(in addition to the larger Massachusetts Mental Health 
Center), 6 moderate-sized centers, and a considerable 
number of outpatient clinics, as well as the already 
existing state institutions. These facilities will embrace 
all the problems of the various ailments and disorders in 
the fields of mental illness and retardation. Thus services 
will be available at a short distance from the homes of 
most of the citizens of the Commonwealth. 

Within less than three years, therefore, it has been 
possible for a large state to develop a practical program 
based upon techniques which were barely in the experi- 
mental stage in 1958. Moreover, Massachusetts is by 
no means the only state in which such a program has 
been developed. Iowa, with its community plans, the 
Western states, under the leadership of WICHE, the 
southern state of Georgia, with its sad plight of one 
12,000-bed hospital for the entire population—these and 
many others are developing similar supporting services, 
community-based, but closely related to the mental hos- 
pital and to other medical services. 


THE CHRONIC HOSPITAL POPULATION 


The basic problem remains, however. What are we 
to do about the long-term mentally ill patient, whom, 
with all our knowledge, with all our good-will, we 
cannot yet restore to health? In 1958, I suggested that 
we should establish special facilities for these people, 
and that a new discipline be developed for their proper 
management. I mentioned the resource potential of 
social group workers, educators, public health personnel, 
and sociologists, and suggested that the emphasis should 
be centered upon rehabilitation activities. 

“The prospects remain grim,” I said, “unless new ways 
are found to meet the needs of these patients. . . . 
Unpalatable as it may appear, one must face the fact 
that we are doing little by way of definitive treatment 
of a large number of our chronic hospital population. . . . 
I suggest we take a new look at the problem.” 

Again today, I stress that the most urgent need is 
for an increase in the number of professional personnel 
to explore this problem; this should include more and 
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better trained psychiatrists, highly competent social 
workers, and a new complement of rehabilitation and 
vocational training officials. In 1958, I offered as a work- 
ing definition for this type of rehabilitation “the best 
utilization of the capacity of a disabled individual.” I 
cannot improve on this today. I hope we can create a 
new, specialized group of workers for the rehabilitation 
and development of the maximum potential of these 
individuals whom we are not yet capable of leading to 
full recovery. 

I believe that, with the community programs we 
have been discussing, it is possible today to make a 
beginning in effectively treating these chronic patients. 
As our hospital population continues to decrease, and 
as our new buildings are constructed progressively small- 
er, more intensive, special programs can be geared to 
the needs of long-term patients. As in all human en- 
deavors, we have started with the problems which are 
easiest to solve—but at our peril, we neglect the more 
difficult one. 

So it seems that my message to you as a Past-Presi- 
dent does not differ greatly from what I said to you 
nearly three years ago. Today we can point, however, 
to some practical applications of the methods and tech- 
niques I discussed then. Small hospitals, highly trained 
staff, research, education, and community support—these 
are our armaments for the decade to come. * 


Small World 


A TRANSATLANTIC CONFERENCE of top medical and psy- 
chiatric leaders in the United States and Europe, for the 
purpose of attacking mental health problems, took place 
on August 12. It brought together, via a transoceanic 
telephone hook-up, two meetings of the World Federa- 
tion for Mental Health. In Edinburgh, Scotland, a panel 
of four doctors, attending the 13th annual meeting of 
WFMH, electronically joined a panel of Americans lo- 
cated at the Carnegie Endowment for Peace in New 
York City to discuss the particular problems of the aged. 

The American panel, under the chairmanship of 
Dr. Margaret Mead, the well-known anthropologist, was 
composed of two psychiatrists (Dr. Jack Weinberg of 
Michael Reese Hospital in Chicago, and Dr. Maurice 
Linden, director of the Philadelphia division of mental 
health) and one social worker, Miss Ollie Randall, con- 
sultant to the 1950 White House Conference on Aging. 

Dr. Doris M. Odlum, former president of the Euro- 
pean League for Mental Health and a consulting physi- 
cian for psychological medicine at a number of British 
hospitals, served as chairman of the Edinburgh meeting. 
Participants on this panel were Dr. David Ross, physician- 
superintendent of the Stratheden Hospital, Cupar, Scot- 
land; Dr. Andre Repond, a Swiss pioneer in psychiatry, 
mental health, and geriatrics; and Dr. George Macdonald 
Bell, physician-superintendent of Dingleton Hospital at 
Melrose, Scotland, and a pioneer of the modern open- 
door hospital. 

The transoceanic hook-up was arranged by Smith, 
Kline and French Laboratories of Philadelphia, Pa. 
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tatives from each western state and each mental health 
profession, with several distinguished lay and govern- 
mental leaders. 

The council serves as an advisory body to the 
WICHE mental health project staff, which, through its 
various committees, is designing and implementing spe- 
cific programs of training and research. Plans include a 
career recruitment program, a psy chiatric postgraduate 
program for physicians, a regional research advisory 
service, and regional training programs for career em- 
ployees in public mental health institutions. 

Against this general background of Western prob- 
lems and attempted solutions, it is interesting to examine 
in more detail the state of Utah, where the 12th Mental 
Hospital Institute is to meet this month. 


DETAIL— UTAH 


“MENTAL HEALTH personnel shortages are already more 

serious in the West than in the country as a w hole,” said 
Warren T. Vaughan, Jr., M.D., Director of the Mental 
Health Training and Research Project of the Western 
Interstate Commission for Higher Educatien, at the 
Western Divisional Meeting of the A.P.A. in Seattle last 
year. “However, the West's demands for mental health 
services will increase,” he continued. “Not only is the 
West's population increasing more rapidly than in the 
rest of the country, but this increase will be dispropor- 
tionately high for the youngest and oldest age groups. 
This will result in demands for psychiatric 
services 

In ton years’ time, Dr. Vaughan declared, the 13 
Western states (Alaska, Arizona, California, Colorado, 
Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, 
Utah. Washington, and Wyoming) will need 700 com- 
munity mental health units to serve an expected popu- 
lation of 35 million. The West should be producing a 
minimum of 1100 medical graduates a year, 500 more 
than the current graduation rate. To do so will call for 
at least three new medical schools, and the expansion 
of existing schools by 25 per cent. 

Five vears ago the western governors, recognizing 
the severity of the personnel shortages in mental health, 
instructed WICHE to conduct a surv ey of mental health 
training and research in the West. The survey, con- 
ducted under the direction of C. H. Hardin Branch, 
M.D., head of the Department of Psychiatry at the Uni- 
versity of Utah College of Medicine, urged a regional 
or interstate approach to the problems of training and 
research. As a result, WICHE began a mental health 
program in 1957 with financial assistance from the U. S. 
Public Health Service. The Western Mental Health 
Training and Research Council was formed, and is now 
a thriving planning and development group of represen- 


UTAH’S PROBLEMS AND PROGRAMS 


One state hospital at Provo, with a rated capacity 
of 937, attempts to serve the state’s population of 821,000. 
This hospital is some 45 miles from Salt Lake City. The 
patient load has dropped from 1400 in 1954 to the pres- 
ent 1100, and with more expansion from supporting pro- 
fessional agencies, and intensive work with families and 
communities, it is hoped to reduce the census even fur- 
ther. Some remodeling is underway, and plans are afoot 
for a new admission, diagnostic, and treatment building 
of about 200 beds. It is expected that the next Legisla- 
ture will appropriate about two and a half million dollars 
for this purpose. 

The 1957 Legislature authorized the construction of 
a ten million dollar medical center for the University of 
Utah. When this is completed in 1961, the center will 
have a psychiatric section and an outpatient clinic. 
Teaching, treatment, and research will be closely coordi- 
nated. 

Most of the larger general hospitals in the heavy 
population centers of Ge state already have psy chiatric 
units. At the 550-bed Latter-Day Saints Hospital in Salt 
Lake City, a modern psychiatric unit for 35 patients was 
completed last spring. Salt Lake County General Hos- 
pital, affiliated with the University of Utah College of 
Medicine, has a unit of 27 beds (22 in closed and 5 in 
open wards). Although the main program is short-term 
treatment, selected patients may be treated for as long 
as a year. All cases characteristic of a psychiatric receiv- 
ing service in a large city are admitted. Two senior staff 
members of the University Department of Psychiatry 
serve as co-directors. Two or three residents work in 
the unit, and interns rotate through the service. Experi- 
ence in clinical psychiatry is offered to four medical stu- 
dents for one month each year. 
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A third example of a psychiatric unit is in the Vet- 
erans Administration Hospital, located adjacent to the 
campus of the university. The psychiatric service at this 
hospital has 400 beds. The hospital is affiliated with the 
University of Utah College of Medicine. Residencies are 
offered in a wide variety of medical specialties, including 
psychiatry, as is training in clinical psychology and social 
work for graduate students. The hospital has research 
programs in all specialties. 

Utah, according to Dr. A. H. Fechner, manager of 
the VA Hospital, is “woefully lacking in community men- 
tal health services.” A mental hygiene clinic and a child 
guidance clinic in Salt Lake City, supported by U. S. 
Public Health Service grants, have demonstrated the 
value and need for such community clinics. At the 
last legislative session, a bill was introduced to permit 
the establishment of all-purpose mental health clinics in 
various localities, with the state providing matching 
funds to communities desiring to set up such clinics. The 
clinic program was to be supervised by a psychiatrist in 
the Bureau of Mental Health. Unfortunately the bill 
failed to pass, but it is expected that a similar one will 
be introduced shortly and will receive legislative sanc- 
tion. Several communities in the state have been attempt- 
ing to supply services through the use of mobile clinics, 
under the direction of the Mental Health Bureau, a divi- 
sion of the State Health Department. These traveling 
clinic teams already have long waiting lists. 


MEDICAL EDUCATION PROGRAM 


The state is justly proud of its completely integrated 
psychiatric. education program, utilizing the facilities of 
the state hospital, the VA Hospital, and the Salt Lake 
County General Hospital. The program was developed 
by a committee of representatives from the three hos- 
pitals and the University of Utah College of Medicine, 
under the chairmanship of Dr. Branch. Every resident 
rotates for a specified period through each of the three 
hospitals, and selected staff members of the VA and 
state hospitals have faculty appointments at the uni- 
versity. They participate in the teaching of medical stu- 
dents, interns, and residents; university faculty members 
serve as consultants to the two hospitals. Everybody 
benefits from this tightly integrated teaching program: 
the standards of patient care are raised; affiliation with 
the university teaching program stimulates the full-time 
hospital staffs; and the additional clinical material broad- 
ens the base of teaching for the medical school. 

Utah, with a total of 36 psychiatrists, has seen an 
increasing number of young men entering private prac- 
tice in the state during the past four or five years. Most 
of them are graduates of the state’s own training pro- 
gram. 


THE COMMITMENT LAW 


Utah has one of the most liberal commitment laws 
in the country, and was among the first states to make 
legislative changes consistent with the Draft Commit- 
ment Law written by the Federal Security Agency for 
the U. S. Public Health Service. A law which incorpo- 
rated this model act was passed in 1951. There are in 


| groups, and spell out successes and failures in work- 


Psychiatric Profile: Utah 19 


Photos Courtesy Utah Tourist and Publicity Council 


Utah four methods whereby a patient may be committed 
to the state hospital: 

1. On a voluntary basis: This means that he is free 
to leave the institution upon written request, subject to 
48 hours notice. 

2. On a voluntary-involuntary basis: If the patient 
himself is unable to carry out the voluntary admission 
procedure because of his illness, two doctors designated 
by the Welfare Commission examine him and certify his 
need for hospitalization. As in the case of voluntary hos- 


| Theme of the Institute 


“We ought to have a sociological study of the break- 
down crises in the administration of mental hospital 
functions, and another study of unusually successful 
administrative functioning,” said Dr. Kenneth Ap- 
pel, then President of the A.P.A., at the Fifth Men- 
tal Hospital Institute in 1953. This statement, which 
led indirectly to the formation of the Joint Com- 
mittee on Mental Illness and Mental Health, might 
well be the keynote for the Twelfth Mental Hospital 
Institute, to be held October 17 through 20 at Salt 
Lake City, Utah. 

The main topic “Needs of the Mentally Ill: 
Types of Effective Action Between the Community 
and Its Hospital Facilities” is sociologically oriented 
to the various “communities” with which hospitals 
are related: controlling and finance bodies, profes- 
sional groups, community service organizations, sci- 
entific and educational groups, the personal com- 
munity from which the patient comes, his social 
group in the hospital, and the general public. Par- 
ticipants are to discuss their experiences with these 


ing with them. 

The only program change is the replacement 
of Dr. Wayne Yeager, of Florida, who is unable to 
attend, by Dr. David J. Vail, Medical Director of 
the Department of Welfare, Minnesota. Those al- 
ready assigned to Dr. Yeager’s group are being noti- 
fied that they are to work with Dr. Vail instead. 
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pitalization, the patient may request release at any time 
and must be granted this unless the superintendent ob- 
tains legal authority to detain him. 

3. On emergency procedure: Used only in extreme 
situations, this provides for a health or police officer to 
place the patient in the hospital immediately, with or 
without the endorsement of the judge. 

4. Involuntary or commitment procedure: This 
may be initiated by a friend or relative, who goes to the 
county clerk’s office to give information substantiating 
the need for hospitalization. After reviewing the appli- 
cation—and any supporting material—the judge issues an 
order for two designated physicians to examine the 


patient, who may be detained meanwhile if the judge 
considers he is likely to harm himself or others while 
awaiting the examination. If, following the psychiatric 
examination, there seems no need for hospitalization the 
judge can dismiss the case without a hearing. Otherwise 
a hearing is held in a physical setting not considered 
harmful to the patient. In practice such hearings are 
usually held at the Salt Lake County General Hospital. 
Only those immediately involved—the family, close 
friends, medical and social work personnel, and legal 
counsel—are permitted to be present. 

“Since the inception of the 1951 commitment law,” 
writes Barbara K. Varley, M.S.W.,' “lawyers involved in 


commitments have become adept in 
helping the patient accept that which 
is best for his mental health. If de- 


| 
in nti ne nt Wal | sirable, the patient attends the hear- 
san ing, but he is not compelled to do so. 


free odor” 


erifil tablets 


A new study' of 170 incontinent psychiatric patients proves DERIFIL 


Tablets effective in controlling ward odors. With oral administration of 


‘ 


high-potency DeRIFIL Tablets, 


so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 


termed “...a product of significance to the mental hospital....effective, 


easily administered, economically feasible....’” 


Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeriFit Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 

Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 


MOUNT VERNON, NEW YORK 
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*... fecal and urine odors disappeared, 


However, most patients are urged to 
appear so they may feel they have 
participated in the decision. 

“Because of the nature of the 
Utah commitment law, and because 
the intent of the law is to facilitate 
treatment, the judge is patient-focused 
and often helps the patient to recog- 
nize hospitalization as a necessary 
medical rather than punitive proce- 
dure. . . . Most patients accept the 
recommendation of the court, and 
their response is directly related to the 
sincere efforts on the part of the judge 
to be an active participant on the psy- 
chiatric team assiting in the treatment 
program. Without question, the 
judge’s judicial position has  signifi- 
cance to the patient, and when the 
judge uses his position of authority in 
a constructive manner, he makes a 
unique contribution to the treatment 
of the mentally ill... . 

“At all times the final decision on 
commitment rests with the judge, who 
generally acts on the medical recom- 
mendation. .. . 

“The single question before the 
court is whether the patient is men- 
tally ill and is therefore in need of 
hospitalization. . . . Should it be as- 
sumed that the individual is incompe- 
tent and in need of a legal guardian a 
separate hearing is held... .” 

The Utah law has been criticized 
by some as being too broad; however, 
| those who have worked with it de- 
| clare it to be generally beneficial to 
patients and their families. 


| ‘Varley, Barbara K.: The Legal Pro- 
| fession as a Member of the Psychiatric 

Team, Ment. Hyg., 44:3:368-374 (July) 
1960. 
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The Brief Case 


II. Suing a Public 


Mental Institution 


THE PSYCHIATRIST ON THE WITNESS STAND may wonder 
what devils of legal, state, and national perversity have 
summoned him to such an ill-rewarding situation. A fel- 
low physician, for instance an orthopedist, may feel con- 
fident that he will do a good job of contributing to the 
knowledge of those present, and may step away with a 
sense of professional prestige maintained. But the pres- 
ent-day psychiatrist may be sure of nothing, except that 
he is being heard. He may hope to lay the groundwork 
for new laws which will benefit the community as a 
whole, but on the other hand, he may, with justice, fear 
that his contributions will be misunderstood and will 
lead instead to a new form of legal lag. 

The psychiatrist, whose profession is in process of 
rapid development and change, must remember that the 
law, on the contrary, holds tenaciously to principles 
which have become established through many a prece- 
dent. Some of these principles are very ancient. One of 
them may make it impossible for today’s mentally ill citi- 
zen to bring suit for personal injury against the state hos- 
pital in which he is a patient because it was decided in 
medieval times that no one could sue the sovereign state. 
(This was based upon the concept that the king could do 
no wrong. ) 

Exceptions have been made, of course, and today 
various types of suits will lie, with its consent, against 
the sovereign state. But the legal armour which this 
ancient doctrine created has rarely been penetrated by 
mentally ill persons: suing the state in tort. (As used 
here, “suit in tort” is limited to mean a suit involving 
alledged injury to a person resulting from the negligence 
of another. ) 

Statutory provisions in a number of states permit 
citizens to sue the state, but some particularly exclude 
patients in state hospitals by providing that a hospital 
functioning under the exclusive ownership of the state 
is not liable for the negligence or misconduct of its em- 
ployees. 

It is interesting to note that Idaho once set up a sys- 
tem whereby a patient in its state school and colony 
could recover for injuries, if the superintendent was 
found guilty of a “statutory omission.” The state did not 
expose itself to suit, but allowed recovery against the 
superintendent and/or the insurance company which had 
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written his “official bond.” Furthermore if his statutory 
omissions were in excess of the coverage of the bond, the 
superintendent was personally liable for the extra cost. 
A case in point is that of Sims v. United Pacific Insurance 
Co. 51 F. Supp 433 (1943). In allowing recovery for the 
plaintiff, the court said that “under the Idaho statute re- 
quiring the medical superintendent of the State School 
and Colony to prescribe treatment of patients, the super- 
intendent’s refusal to diagnose an inmate’s spinal injury 
constitutes a failure to perform a ministerial and not a 
discretionary duty.” Idaho has since repealed this law 
and now once more conforms to the general rule. 

In 1946 the Federal Government, by statute, exposed 
itself to suit in any of its Federal hospitals or other agen- 
cies by passing the Fed. Tort Claims Act. Under this act, 
the U.S. waives its immunity from liability in tort and 
makes the Federal Government liable under local law, 
where the tort occurs, for negligent or wrongful acts or 
omissions of Federal employees within the scope of their 
employment. The following cases are examples of suits 
brought under this act. 

Lange v. U.S., 179 F. Supp. 777 (1960): A patient 
in the neuropsychiatric service of a Veterans Administra- 
tion Hospital was declared to have suicidal tendencies, 
and proper precautions were ordered. While unguarded, 
he committed suicide by jumping from a sixth floor win- 
dow. In awarding damages to his mother, the court said 

. In the exercise of reasonable care, with this notice, 
the jump could have been anticipated, and the fact that 
he was unattended and alone for the shortest period of 
time is enough to establish lack of due care on the part 
of the gov ernment emplovees and liability for the 
death. . 

Fahey v. U.S. of America, 153 F. Supp. 878 (1957): 
The parents of the victim of a murder, committed in 
1952 by a war veteran, brought suit against the Federal 
Government for damages, contending that the Govern- 
ment was negligent in allowing the veteran to be at 
large. From 1942 to 1945, the veteran had been treated 
in an Army hospital. His diagnosis, according to the hos- 
pital, was ‘dementia praecox. "ia 1945 he was discharged 
with a 50% disability rating. In August 1948, a Rehabili- 
tation Board psychiatrist reported to the Adjudication 
Officer that the veteran had a 50% psychotic disability. 
Later that year he was examined by VA psychiatrists, 
who noted his history, found him to be “schizophrenic 
in partial remission,” and subsequently declared him not 
competent to discharge his own affairs. In 1951 he was 
adjudged incompetent by a Probate Court and a guar- 
dian was appointed. 

In denying damages to relatives of the murder vic- 
tim the court held that there was no negligence on the 
part of the Government in failing to cause the veteran to 
be committed to a mental hospital. The Federal Govern- 
ment has no such constitutional or inherent power. The 
fact that the United States gives certain benefits to vet- 
erans does not imply a duty to protect the public from 
their actions. The VA regulations relating to emergency 
hospital treatment, hospitalization for observ ation, and 
examination of lunacy or guardianship are permissive, not 
mandatory. The court further stated that “the acts of the 
psychiatrists involved come within the scope of the term 
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‘discretionary functions. They were retained to make 
professional diagnoses and if any error was committed 
it was an error in the exercise of their authorized discre- 
tion. . . .” The court interpreted such conduct as being 
excepted by the Fed. Tort Claims Act which specifically 
bars claims based “upon the exercise or performance or 
the failure to exercise or perform a discretionary func- 
tion or duty on the part of a Federal agency or an em- 
ployee of the Government whether or not the discretion 
involved is abused.” 

The Federal Court in this case found it necessary to 
point out the intent and meaning of the statute. Where 
the legislative language, in the opinion of the courts, is 
not clear or sufficient, meanings may be written into 
statutes that were never intended by the legislatures. A 
failure to convey meaning can endanger the actual intent 


of the legislative enactment. It is not too surprising 
therefore, that courts and legislatures, in enacting and 
promulgating legal provisions, find difficulty in express- 
ing the rules of law in terms of a relatively new science 
such as psychiatry. In a sense the psychiatrist on the wit- 
ness stand may take comfort from the fact that those who 
write and pronounce laws also find difficulty in convey- 
ing precise meaning. But in working with the people 
whose business it is to formulate rules for the conduct of 
others, he must certainly recognize their striving to ob- 
tain a better understanding of the persons for whom the 
laws are made. 


(Problems involving suits by patients in private psychi- 
atric hospitals will be discussed in a subsequent issue.) 


PHYLLIS WOODWARD, LL.B. 


Have You Read? 


PSYCHIATRIC TREATMENT RESOURCES —A 
Guide for the Family Physician—by Charles E. Goshen, 
M.D., Washington Clinic, Washington, D.C. This 20-page 
article is reprinted from the April and May 1960 issues of 
Medical Times. It describes in detail all the types of fa- 
cilities available for the care and treatment of the men- 
tally sick, adult and child: public and private mental hos- 
pitals; psychiatric services of general hospitals; day- and 
night-hospitals; clinics; community facilities, such as shel- 
tered workshops, half-way houses, foster home care, 
patient-sponsored clubs, family guidance programs. One 
section is devoted to the private practice of psychiatry. 


COMMUNICATING WITH SCHIZOPHRENIC 
PATIENTS, by Alice M. Robinson, R.N., M.S., in the 
August issue of The American Journal of Nursing. “Com- 
munication is the most prodigious problem in schizo- 
phrenia. Yet it is this barrier we must penetrate if our 
efforts to nurse these patients are to be successful. . . . 
Despite the ‘power of the the schizophrenic,’ despite the 
personal inadequacies of the nurse, there is much to be 
said for this tool of ‘love’ in overcoming the problem of 
communication in the relationship of the nurse and the 
schizophrenic patient.” This article is excerpted from a 
paper presented at the Nebraska Psychiatric Institute in 
Omaha on April 10, 1959. 


THE ATTITUDE OF INDUSTRIAL EMPLOY- 
ERS TOWARD HIRING OF FORMER STATE MEN- 
TAL HOSPITAL PATIENTS—by Vytautas J. Bieliauskas 
& Harvey E. Wolfe. This study, which appeared in the 
July issue of the Journal of Clinical Psychology, was con- 
ducted in the Cincinnati area and covered all manufac- 
turing firms, 251 in all, employing 100 persons or more. 
The findings were as follows: only 5 per cent of the em- 
ployers showed enthusiasm about hiring former patients; 
37 per cent were interested; 32 per cent, mildly inter- 
ested; 16 per cent showed some hesitation; and 8 per cent 
were completely opposed to hiring such patients. (2 per 
cent replying were about to leave the area.) 


LOOK AT YOURSELF, by Catherine Ring. This is 
“a frank account of a student's reactions while caring for 
an attractive young man who was emotionally ill.” It ap- 
pears in the August issue of The American Journal of 
Nursing. Miss Ring is a senior at the University of Ver- 
mont School of Nursing in Burlington. She wrote this 
article in her junior year during her psychiatric nursing 
affiliation at the Boston University School of Nursing and 
the Massachusetts Mental Health Center. 


YOU, YOUR CHILD & EPILEPSY—A new leaflet for 
parents of epileptic children was published in June by 
the Federal Association for Epilepsy. It was written by 
Dr. John Nardini, chief of neuropsychiatry for the U. S. 
Navy, and Miss Genevieve O'Leary, chief psychiatric so- 
cial worker at the Children’s Center of the Catholic Uni- 
versity of America. While aimed primarily at parents of 
epileptic children, the pamphlet will also be useful to 
social workers, public health nurses, physicians, teachers, 
psychologists, and other professional people who come in 
contact with family problems. Single copies are avail- 
able, free of charge, from the Federal Association for 
Epilepsy, 1729 F Street, N.W., Washington 6, D. C. 


HOW TO DEAL WITH MENTAL PROBLEMS— 
by Harry Milt, director of public relations of N.A.M.H. 
The feature item in the Better Mental Health Campaign, 
this pamphlet tells how to deal with the mental problems 
of the disturbed, maladjusted, troubled people one meets 
in everyday life—on the job, in school and at home. 


The first issue (June) of MEMO-RAN-DUMBS 
by Ralston S. Bauer, the coordinator of volunteer serv- 
ices for the State of Indiana, was sent out to all directors 
of volunteer services in mental hospitals and state school 
settings in Canada and the U.S.A. This small publica- 
tion, which Mr. Bauer hopes will be the forerunner of an 
official newsletter, gives news from various parts of the 
country about what volunteer directors are doing, what 
their plans are, and so on. 
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EVALUATION OF A RELATIVES’ CONFERENCE 


By JACOB BROUWER, and ALVIN R. HOWARD, Ph.D., 
Chief, Social Work Service Chief, Clinical Psychology Service 


VA Hospital, Sheridan, Wyoming 


IN ANY ATTEMPT to set up a relatives’ conference, the 
hospital’s primary objectives and the objectives of the 
relatives are often quite different. Also, preconceived 
opinions are apt to change after the conference is over. 
Therefore, it must be a give-and-take proposition, satis- 
factory as well as illuminating to both groups. 

This was graphically demonstrated to the staff of the 
VA Hospital in Sheridan, Wyoming, when they conduct- 
ed a before-and-after survey of a relatives’ conference. 
These two-day meetings at the hospital are planned to 
make subsequent visits more meaningful to the relatives 
themselves, to the patients, and to the hospital staff. 

Prior to this particular conference, questionnaires 
were sent to all invited families in an attempt to find out 
just what they hoped to glean from the meeting. The 
same questions, with only a change of tense, were given 
to attending relatives at the end of the conference. The 
staff compiled, therefore, two schedules of data, one a 
pre-test, and one a post-test. 


BROAD COVERAGE 


Invitations had gone to all relatives living in Wyo- 
ming, Montana, Northern Colorado, Western Nebraska, 
Idaho, Utah, and South Dakota. The staff was surprised 
to learn that neither the vaunted Wyoming distances nor 
the publicized weather was stated as a primary reason for 
failure to make the trip. Physical health and vocational 
commitments actually led, with such reasons as financial 
deprivations, other arrangements scheduled, and depen- 
dency on others for transportation, playing fairly heavy 
parts among remaining reasons. Old age, although not 
specifically mentioned, was an apparent factor among 
parents of long-hospitalized patients. 

The first question on both the pre-test and the post- 
test dealt with the relatives’ expectations of the confer- 
ence. Before the meeting their answers were in very gen- 
eral terms, probably because they did not know exactly 
what to expect. The post-test results, however, were much 
more specific and individualized. The primary expecta- 
tion of those who planned to attend was one of increased 
education. They desired to learn more about the illness 
of their patient-relatives, mental health in general, and 
the hospital's treatment program in particular. That they 
realized their expectations was obvious from the fact 
that the majority of responses on the post-test referred 
to an increase in knowledge, especially concerning as- 
pects of the hospital program. 

In question two, when asked with whom they would 
like to speak privately at the hospital, most relatives indi- 
cated on the pre-test that they wished to confer with 


their patient-relatives’ ward physicians. Attending rela- 
tives reported, however, that they had conferred _pri- 
marily with a social worker, and secondarily with other 
staff members who happened to be on the program. This 
was, of course, due mainly to staff availability. 

Prior to the conference, this matter of private con- 
sultation with a staff member was viewed as the “most 
important” element by those who expected to come. 
Those who did not plan to attend saw both this and visits 
with patient-relatives as most important. The post-test in- 
dicated a significant change of opinion, as formal lectures 
and visits with patients received, roughly, twice as much 
emphasis on these returns. Only three of the entire post- 
test group felt individual consultation to be most impor- 
tant. Two reasons could be assumed for this change of 
opinion. First, relatives had found it impossible to con- 
sult privately with (primarily) the ward physician. Sec- 
ond, the lectures and ensuing discussions fulfilled their 
primary expectations of learning something of value from 
the conference. 

The last question on both tests was designed to sum 
up the individual reaction to the total conference. Again, 
as in the preceding questions, the pre-tests emphasized 
the importance of visiting patient-relatives and consult- 
ing staff members. Once more the post-test answers 
seemed to stress a better understanding of the hospital 
treatment program and, in some instances, a realization 
of the family member as part of the team. Several saw 
everything they experienced as educative, others learned 
about staff cooperation. The need for visiting relatives 
more often was a realization of many. 

Although informal mixing with other relatives was 
not recognized as an important element by the families, 
staff observation showed that this was probably an in- 
tangible value. People from all stations of life came to- 
gether with a common purpose, shared a common experi- 
ence, and mixed informally with mutual satisfaction. 
From observation and written and verbal endorsement, 
the hospital was able to conclude that all returned home 
glad to have been at the conference. 


MUTUAL BENEFIT 


Further, the beneficial aspects of the conference were 
not confined to the relatives. The sick veteran enjoyed 
the attention of his relatives, and took pride in his hos- 
pital contacts and achievements. Staff members gave 
extra time to participate in the program. They showed 
their interest in each patient and met his family mem- 
bers. Most importantly, they were able to take a better 
look at the total patient. ° 
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Past Perspectives and Future Vistas 


WITH THE ESTABLISHMENT of the first public hospital in 
the Commonwealth of Virginia in 1773, there dev eloped 
the philosophy that the insane were untreatable and in- 
curable, and therefore should be mercifully relegated to 
custodial institutions far from the centers of population. 

Over a period of a century and a half, there were 
remarkably few changes in this custodial attitude. In 
most states, the mental hospitals were lumped together 
with penal and welfare institutions under over-all Boards 
of Institutions or Boards of Welfare. 

As a newspaper reporter in Oklahoma after World 
War II, I discovered a situation which was all too typi- 
cal of conditions throughout the country. The mental 
hospitals were thrown together with all other “eleemo- 
synary” institutions, a detestable classification straight 
out of Charles Dickens. At the annual legislative hear- 
ing on their budgets, the superintendents of the various 
institutions would vie with one another in describing 
how little money they had spent and how much they 
were turning back to the state. And this in the days 
when most of these institutions were spending less than 
a dollar a day to provide food, clothing, shelter, and 
medical care for each patient! 

Apart from humanitarian considerations, the opera- 
tion of most of these institutions struck many of us as 
extraordinarily uneconomic. Because salaries were fright- 
fully low, the turnover of personnel was exceedingly 
high. Although the daily maintenance cost per patient 
was minimal, the lengthy hospital stay of the average 
patient—eight years—meant that the average cost per 
patient involved a large tax outlay. 


THE COST OF CUSTODY 


Because the emphasis was upon custody rather than 
intensive treatment, the need for additional institutions 
created a serious financial problem for the states. From 
1944 through 1955, for example, the resident population 
of state mental hospitals was increasing at the rate of 
12,000 patients a year. This massive addition of more 
than 100,000 patients in a decade necessitated the alloca- 
tion of hundreds of millions of dollars of state revenue 


Ed. Note: This article is based on an address which Mr. 
Gorman gave to the 87th Annual Forum—National Con- 
ference on Social Welfare, Atlantic City, New Jersey. 


By MIKE GORMAN 


Executive Director 
National Committee Against Mental Illness 
Washington, D. C. 


for new buildings. In many states, because of the tight 
revenue picture, this additional construction had to be 
financed through the expensive fiscal mechanism of bond 
issues. 

Under the impact of seemingly endless construction 
programs and mounting hospital maintenance costs, a 
number of state governors began searching for a way 
out of the bleak custodial morass which had really exist- 
ed since 1773. The Council of State Governments was 
therefore ordered to prepare several studies on the financ- 
ing of state mental hospitals and on suggested alterna- 
tives to the existing policy of piling brick upon brick and 
patient upon patient. 

The Council's 1953 report, “Training and Research 
in State Mental Health Programs,” outlined a new and 


daring philosophy in these challenging words: 


“Care and treatment for mental patients are 
continuing, major functions of the state govern- 
ments. . . . But care and treatment alone, along pres- 
ent lines, cannot cope with the present and emerg- 
ing situations. Hope for the future lies primarily in 
widening and deepening the knowledge of mental 
disorder—in the discovery and application of better 
means of treatment and prevention. These can be 
attained only through more research, and through 
training of mental health personnel. Research and 
training thus are the essential bases for reducing ad- 
missions to mental hospitals and, ultimately, for re- 
ducing hospital populations.” 


To implement these recommendations, the gover- 
nors called a special conference on mental health in 
1954. This conference advocated both professional direc- 
tion of state mental hospital systems, and line item appro- 
priations for research and training. 

These recommendations bore considerable fruit. A 
number of states created separate departments of mental 
health, and in many others, highly qualified psychiatrists 
were brought in to replace the patronage appointees of 
the old era. A few states even established directorships 
of research and training, and the present $32 million 
which the states spend on research and training is a 
dramatic contrast to the few millions of a decade ago. 

Tying in with these progressive developments was 
a growing ground swell of revolt against the big mental 
hospital. In 1953, an expert committee on mental health 
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of the World Health Organization reported that “the 
widespread belief in the economy of very large hospitals 
is probably unfounded. . . . Above 400 beds, the cost 
per bed begins to increase slowly and reaches rather 
high figures above 800 beds. The reason is probably 
uncontrollable wastage, lack of responsibility on the part 
of too large a staff, unnecessary buying, and an indus- 
trial type of mechanization which is inevitable in very 
large hospitals; one must add to these the impossibility 
of sustained personal contact between the director and 
hundreds of hospital workers.” 


THE EMPHASIS SHIFTS 


With the growing realization that it was impossible 
to attract to these isolated institutions top-flight profes- 
sionals, the emphasis began to switch slowly but surely 
to the development of new mental health facilities in the 
heart of the community. 

In 1954, New York became the first state to enact 
a community mental health services law which provided 
for joint state and local financing of additional clinical 
services, psychiatric units in general hospitals, psychia- 
tric services in the schools and courts, and a whole host 
of additional devices designed to return the treatment 
of mental illness to the community. Since the passage 
of the New York law, a number of states have enacted 
similar legislation. 

The National Institute of Mental Health recently 
estimated that Federal, state, and local support of these 
new community mental health services reached the level 
of $64 million in 1958. This compares with the few mil- 
lion dollars which went for support of these activities 
only a decade ago. 

The best example of this remarkable transition from 
custodial maintenance of mental patients to intensive 
treatment of incipient mental illness is provided by the 
remarkable growth of the psychiatric unit in the general 
hospital. 

In 1902, the first psychiatric unit in a general hos- 
pital—established by Dr. J. M. Mosher at the Albany 
Hospital in New York State—contained 25 beds. In 1958, 
it is estimated that there were over 24,000 psychiatric 
beds in general hospitals in almost every state in the 
country. At the present time, over 950 general hospitals 
admit psychiatric patients as against approximately 50 
hospitals admitting them just two decades ago. (Statistics 
from an unpublished study “Survey of Psychiatric Pa- 
tients Cared for in General Hospitals, 1954-1958”; First 
Draft. Joint Information Service, A.P.A.—N.A.M.H. ) 

In 1956, for the first time in the history of the care of 
the mentally ill in this nation, more mental patients were 
admitted to general hospitals than to state mental hos- 
pitals. 

In Texas the movement actually goes back to the 
opening, in 1934, of a small psychiatric unit at the med- 
ical branch of the University of Texas at Galveston. Dr. 
Titus Harris, the chairman of the Department of Psy- 
chiatry, pointed out recently that the success of the pio- 
neer unit at the university convinced most of the psychia- 
trists training there of the need for general hospital psy- 
chiatric units in the successful practice of private psychi- 


Past Perspectives and Future Vistas 25 


atry. As a result, many of the 27 psychiatric units in gen- 
eral hospitals in Texas are located in small towns. 

The second largest mental hospital in the world is 
located at Milledgeville, Georgia. It has 12,000 patients, 
and because of its geographic isolation it has been unable 
to attract top-flight medical personnel. 

In 1957, the Georgia Legislature therefore approved 
a bill authorizing the state health department to estab- 
lish psychiatric units throughout the state. Units have 
been opened in Atlanta, Macon, and Columbus. The 
program has been remarkably successful. Despite average 
per diem rates of $20 to $30 in the general hospitals as 
against the $3 per day at Milledgeville, the general con- 
sensus is that it is still cheaper to handle the mental 
patient in the municipal psychiatric unit. For example, 
of 422 patients discharged during the first 15 months of 
the program, only 9 per cent were referred to the state 
mental hospital for prolonged treatment. 


TREATMENT IS FLEXIBLE 


The advent of the psychiatric unit in the general 
hospital, combined with health insurance coverage, is 
but one example of the modern trend away from lengthy 
24-hour commitment of the mental patient. In recent 
years we have followed the example of many European 
countries and Canada in developing flexible treatment 
facilities designed to shorten the amount of time spent 
by a patient in an institution. Day- and night-hospitals, 
half-way houses, and aftercare clinics are all attempts at 
retaining family and community ties as key factors in 
the therapeutic process. In the last several years we have 
even seen in the New York and Boston areas the de- 
velopment of emergency psychiatric services where a 
disturbed patient can receive psychiatric first aid at any 
time of the day or night without the enormous inhibition 
of legal commitment. 

These exciting sociomedical developments have been 
greatly enhanced with the advent of inexpensive medica- 
tions which can be given to psychiatric patients in the 
office of the family physician or in an outpatient clinic 
setting. The widespread use of the tranquilizing drugs 
by the family physician has dramatized the return of 
psychiatry to the main stream of American medicine. 
The general practitioner is becoming increasingly ori- 
ented to the emotional dynamics underlying illness. The 
American Academy of General Practice and the Ameri- 
can Psychiatric Association have joined forces in plan- 
ning psychiatric courses for the family physician, and 
the National Institute of Mental Health last year sup- 
ported the residency or postgraduate training of 1,500 
general practitioners. 

These revolutionary developments have shaken up 
the stagnation of the average mental hospital. Intensive 
application of the drugs, plus an appreciable increase 
in medical personnel, have resulted in an unprecedented 
reduction of 16,000 patients in our state hospitals over 
the past four years. 

Not that psychiatric care is now available to all 
Americans regardless of income. To the contrary, Drs. 
Frederick C. Redlich and August B. Hollingshead have 
documented in their “Social Class and Mental Illness” 
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the extraordinary degree to which lower and middle- 
income families are deprived of private and community 
psychiatric care. The Yale study pointed out that for 
most families not in the high income brackets, the public 
mental hospital is the first and frequently the only point 
of contact. 

Insurance coverage of mental patients in general 
and private psychiatric hospitals would provide a partial 
answer to most of this problem. Unfortunately, coverage 
of mental illness by Blue Cross is sporadic and inex- 
plicable. For ex ‘ample, although Cleveland Blue Cross 
has covered mental illness for more than 20 years for a 
maximum of 120 days per year, most of the comparable 
Blue Cross plans provide much more limited coverage or 
no coverage at all. 

The standard arguments against coverage of psy- 
chiatric illness do not hold water. For example, the argu- 
ment that psy chiatric illness is lengthy and unpredictable 
in duration is refuted by figures recently released by the 
Health Information F oundation which show that the 
average length of stay of a psychiatric patient in a gen- 
eral hospital is approximately 16 days. Five other major 
diseases have a longer average length of hospital stay. 


REALISTIC REALLOCATION OF TAX DOLLARS 


While some of these new psychiatric services are 
relatively expensive, they have not serv ed to raise appre- 
ciably the total bill for the care of the mentally ill. It is 
more accurate to describe the financial aspect of this 
development as a reallocation of the tax dollar from the 
support of long-term custody to the financing of short- 
term intensive treatment. 

A recent study by the Council of State Governments, 
“Tax and Fiscal Policy and State Mental Health Pro- 
grams, indicates that appropriations for mental health 
comprise approximately the same proportion of the state 
tax dollar as they did ten years ago. 

In 1958, the cost of maintaining state hospitals took 
about three cents out of every state tax dollar. In that 
year, according to the American Psychiatric Association, 
the annual per capita expenditure for mental hospitals 
was only $4.42—figured on the hypothetical basis of each 
American's contributing an equal sum for support of 
these services. 

The really sharp increase took place in outlays for 
community mental health services, which tripled in the 
short period from 1956 to 1958. However, this meant that 
the average citizen was contributing twenty-six cents a 
year to these services in 1958 as against only nine cents 
in 1956. 

In any attempt to define the proper levels of national 
expenditure against mental illness, we must relate our 
fiscal goals to the size of the problem. 

We are fortunate in having some fairly precise data 
in this area. A 1958 study by the economist Rashi Fein 
estimates the direct cost of mental illness to our economy 
at more than $1.7 billion a year. This is a minimum esti- 
mate, since Dr. Fein points out that it does not include 
hospital construction, nor the cost of a considerable 
amount of private care for emotional disturbances. 

The indirect cost of mental illness is more difficult 


to estimate. Dr. Fein comes to a minimum figure of $800 
million as the loss in wages for patients resident in our 
public mental hospitals. 

The important point here is not the exactitude of 
the estimates of the indirect cost of mental illness, but 
a real appreciation of the fact that emotional malad- 
justment is a heavy burden upon our society, whether 
or not we provide adequate monies to control it. In other 
words, we bear the below-the-iceberg costs of mental ill- 
ness even if we insist upon continuing to focus upon the 
visible part of the iceberg. 


HOW MUCH DO WE VALUE MENTAL HEALTH? 


This really gets us back to the basic question of 
values. I don’t see how we can plan our mental health 
expenditures in the next decade without some considera- 
tion of the value we place upon the emotional health of 
the individual citizen. 

Fifteen years ago mental health officials pleading 
for more expenditures were generally treated as men- 
dicants, and unsuccessful mendicants at that. There has 
been a considerable improvement since then, but I say 
to you in all earnestness that expenditures for mental 
health still have a very low priority in the thinking of 
most of the leaders of our society. 

Our first order of business, therefore, is the creation 
of a deepened public understanding of the grave impor- 
tance of financing those resources which will aid us 
in adjusting both to one another and to the stressful de- 
mands of this extraordinarily complex society. 

Secondly, within the narrower frame of expenditures 
for mental health, we must continue to question the 
kinds of mental health services we choose to support. We 
have had much thinking along these lines over the past 
decade. The revolt against the big mental hospital and 
the increased emphasis upon intensive treatment facili- 
ties in the heart of the community are examples of the 
kind of basic thinking which must continue to precede 
future developments. 

Because of the nature of our affluent society, many 
of us who have testified before federal and state legisla- 
tive bodies for increased financing of intensive treatment 
services have been forced on many an occasion to re- 
strict our case to the economic savings which accrue 
from support of such services. 

The overriding consideration is the treatment and 
return to society of thousands upon thousands of sick 
individuals. This is the true measure of our worth as a 
society. In the same manner in which we talk of the right 
of a child to a good public education, we must talk of 
the right of every individual to psychiatric aid designed 
to make him a happier and more effective individual. 

The basic goal, then, is the emotionally mature per- 
son in a society which places a high premium upon 
individual and personal aspirations and values. While 
I am certain that the achievement of such goals will 
eventually reduce both the direct and indirect costs of 
mental illness to society appreciably, I think these are 
but desirable side effects of an increased emphasis upon 
the importance of individual mental health and well- 
being in a democratic society. a 
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Community Contacts Improve 
Prognosis 


Most MENTALLY ILL PATIENTS have intense unsatisfied 
dependency needs. If there is nobody in the community 
to whom a patient can_go upon his release, recovery may 
seem to him to be unrealistic, discharge a threat, and the 
future without hope. In order to determine the prog- 
nostic value of outside contacts, the Metropolitan State 
Hospital, Norwalk, Cal., recently carried out a_ pilot 
study. The hypothesis was that a satisfactory contact 
with relatives might be a favorable factor, while the ab- 
sence of such a contact might be detrimental. 

We first studied a group of schizophrenic men on 
one ward, who had been receiving group therapy for 
seven months. We divided these patients into two groups. 
The eight patients of Group I had very poor contacts 
with the outside. Some had received neither mail nor 
visitors in two months; others could not communicate 
with their visitors, or strongly rejected them. The ten 
patients of Group II had Sow ‘but pleasant contacts with 
visitors. They showed an ability to converse, and indi- 
cated their desire for more visitors. Six months after the 
end of our study, nine of the patients in Group II had 
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left the hospital, whereas only one from Group I had 
been discharged. 

We conducted a similar experiment with two groups 
of women patients. Of the six women in Group I, none 
had recovered sufficiently within the six-month period to 
be discharged, and two of them had eloped. Six of the 
eight patients in Group II were on leave; the two who 
remained at the hospital had indicated a definite rejec- 
tion of their husbands as their outside contacts. 

Although our observations were made on small 
groups, they were statistically significant. They suggest- 
ed that the outside contacts of a mental patient can be 
an important prognostic factor and that further research 
is indicated. 

The results of our study may be valuable in plan- 
ning treatment programs. For example, four of the pa- 
tients studied had little contact with relatives; they were 
offered visitors—women volunteers attached to our re- 
habilitation department. Under the supervision of the 
psychotherapist, each volunteer was able to establish a 
relationship with a patient which was satisfying and en- 
hancing to that patient's morale. 


WILLIAM E. BINGHAM, Ph.D. 
Assistant Chief Clinical Psychologist 


THE MESSAGE CENTER 


IT WAS SUPPOSED TO BE A BIG SECRET. On Tuesday, repre- 
sentatives of the Civil Service Commission would swarm 
in and audit every employee's job. But the word spread 
through the hospital before it reached the superin- 
tendent’s office. And how it spread! Everyone was going 
to be downgraded or promoted. Everyone would be in- 
terviewed. One person from each department would be 
interviewed. Every fifth attendant was a Civil Service 
Spy sent to monitor your work. The story was garbled, 
but the kernel of truth was there. 

How did the secret reach the employees—and how, 
in a few hours, did it spread to 800 of them? The answer 
is obvious: the grapevine. Here is the swiftest communi- 
cation system in the hospital. It is more like a primitive 
tom-tom network than a modern electronic communica- 
tion device. It spreads like a forest fire. It is grotesquely 
inaccurate and utterly irresponsible. It cannot be de- 
stroyed by cutting off one head, because it has more 
heads than a centipede has legs. The grapevine is put in 
motion by a slippery, ghost-like gremlin whom no one 
has ever identified. Its message is carried on whispered 
wings. 

Its effects cannot be countered by blunt denials. The 
denials themselves enter the nebulous network and are 
distorted by it. In a psychiatric hospital the grapevine 
has an added dimension. Often, patients also know what's 
going on and their fantasies become inextricably en- 
tangled with the equally unrealistic fantasies of the 
rumor-spreading employee. 

Presumably, secrecy favors the development of the 
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grapevine, and candor discourages it. It may be that a 
conscientiously developed system for getting the truth 
down to the lowest rank would be a way of neutralizing 
the grapevine. Somehow between the superintendent's 
office and the man with the mop, the word gets lost or 
perverted. Here is a challenge for our new communica- 
tions experts. Or, will they say of grapevines as is said of 
so much else, “if you can’t lick ‘em, join “em”? . 
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Saint Elizabeths Hospital Opens a New Unit for 


Maximum Security with Minimum Seclusion 


By MAURIS M. PLATKIN, M.D.° 
Supervisory Medical Officer (Psychiatry) 

John Howard Pavilion, St. Elizabeths Hospital 
Washington, D. C. 


SEPTEMBER MARKED THE FIRST ANNIVERSARY Of the open- 
ing of the John Howard Pavilion, new maximum security 
unit at Saint Elizabeths Hospital in Washington, D. C. 
After a year of operation, the facility is beginning to con- 
firm the idea of its designers that “livability” can be com- 
bined with security. 

The Pavilion replaces 80-year-old How ard Hall 
which was also named after the English philanthropist, 
John Howard, who devoted his life to prison reform. Too 
small for the number of patients and outdated for the 
type of treatment program now conducted, the old build- 
ing will be demolished to make way for other construc- 
tion. 


THE LAYOUT OF THE PAVILION 


As shown in the photographs on succeeding pages, 
the John Howard Pav ilion is a seven-story structure, in- 
cluding basement and penthouse, with a bed capacity of 
396. Its basic design is T-shaped with the stem of the T 
facing North. Attached to the East wing of the T is a 
smaller rectangular structure which houses an auditorium 
at one end and a full-sized gymnasium at the other. 

A 3k-acre recreation area is located at the rear of 
the building between the West and North wings. A 


°The views expressed are solely those of the author. 


24-foot sunken wall which gives patients a less restricted 
view of the “outside” surrounds the area. There is a 
smaller exercise yard between the North and East wings. 

The hospital staff arrived at the concepts behind 
the construction after an extensive study of its program 
needs and of other similar types of maximum security 
institutions across the country, including the Dr. Norman 
M. Beatty Memorial Hospital in Westville, Indiana, and 
the Ionia State Hospital in Michigan, as well as Federal 
prisons in Terre Haute, Indiana, and Chillicothe, Ohio. 
Much of the credit for the design of the building goes to 
Dr. Addison M. Duval, formerly the assistant superin- 
tendent of St. Elizabeths, and now director of the Divi- 
sion of Mental Diseases, Department of Public Health 
and Welfare, Missouri. 

The first floor of the Pavilion is the hub of adminis- 
trative, clinical, and auxiliary activities. To the left of 
the entrance, through a remote-control, dual-door “sally 
port” are offices for the medical staff, the various treat- 
ment disciplines, and the clerical staff. In the North 
wing on this floor are equipment and storage rooms for 
food service, and storage space used by maintenance per- 
sonnel. The main kitchen is located in the intersection 
of the three wings. Across the hall is an area for storing 
and dispensing hospital supplies and equipment. The 
East wing contains auxiliary patient facilities, such as 
barber shop and canteen, and furniture repair and broom 
and brush shops, both used in industrial therapy. 
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At this level also is located the auditorium, which 
seats 254 people and has full-stage lighting for movies 
and professional productions, as well as dressing-room 
facilities. There is a small serving kitchen adjacent to 
the auditorium, for serving refreshments during intermis- 
sions. Religious services are held in the auditorium or 
in the lobby foyer, depending on the size of the congre- 
gation. There is a confession-booth backstage. 


WARD AREAS 


The patient areas of the building are on the second, 
third, fourth, and fifth floors. Each floor contains three 
wards, one in each wing. Each ward on the second and 
third floors has a bed capacity of 37, including two 
14-bed dormitories, a 2-bed room, and 7 single rooms. 
These two floors are for patients requiring less super- 
vision than those on the fourth and fifth floors, where 
the wards contain 29 beds distributed among two 4-bed 
rooms, three 2-bed rooms, and fifteen single rooms. To 
facilitate closer supervision of the patients on these floors 
the staff-to-patient ratio is a little higher. The nursing 
stations are so located on all wards that personnel have 
a good view of all the active areas. By taking only a few 
steps the sleeping areas can also be observed. 

The dining facilities for the wards are located on 
each floor in the intersection of the T. The serving line 
divides the dining room into two sections, one to accom- 
modate two wards; the other, one. The main kitchen is 


The 80-year-old Howard Hall (below) has outgrown its 
usefulness and will be demolished to make room for 
new construction. It is replaced by the new Pavilion. 
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located on the first floor under the “stack” of dining 
rooms; food service is speeded up by means of a service 
elevator opening directly to each dining room. 

All wards have new and modern furnishings and 
spacious dayrooms with television, libraries, and ping- 
pong tables. Each ward has an outside terrace adjacent 
to the dayroom. These terraces are enclosed by a pro- 
tective screen and overlook the recreation areas. Adjoin- 
ing the entrances to the wards are visitors’ rooms, used 
generally by the patients’ special visitors, such as law- 
yers, clergymen, and “outside” doctors. The main visit- 
ing room is on the third floor. ° 

In the center section of the Pavilion are three ele- 
vators, two for patients and one for the staff and visitors. 
On the second floor, across the hall from the elevators, 
is located the medical and surgical service, including a 
dental clinic. It is equipped to handle all the patients’ 
medical needs, except major surgery. At the second floor 
intersection of the T is a staff conference room, a photo- 
lab, and two classrooms. 

The intersection on the third floor houses facilities 
for the print shop for the patient publication, and a com- 
pletely furnished, but not yet stocked, library. On the 
fourth floor are two O.T. ‘shops and a group therapy 
room. There is another O.T. area on the fifth floor, and 
also a hydrotherapy room. 

In the basement of the intersection are a machine 
shop, storage and mechanical space, and the elevator pit. 
At the end of the East wing on this level is the floor of 
the gymnasium. The penthouse contains the elevator- 
machine rooms and additional mechanical space. 


DESIGN AND COST 


The Pavilion was designed by the Public Buildings 
Service of the General Services Administration according 
to the specifications of Dr. Duval and the hospital staff. 
The unit was two years in the planning stage, the con- 
tract was let in July 1956, work started in October 1956, 
and the building was occupied on September 12, 1959. 

Funds for the construction were allocated by Con- 
gress as part of the general building program which has 
been conducted on a continuing-need basis for St. 
Elizabeths since 1946. 

The total cost of the building was $7,660,000, which 
includes the cost of demolishing Howard Hall and the 
expense of installing all new equipment and furnishings, 
medical and general; $1,129,000 of this figure covered 
the cost of putting in a steam tunnel from the hospital’s 
central heating plant to the Pavilion. 


BASIC CONSTRUCTION 


The gross area of the building is 196,000 square feet. 
Its frame is of reinforced concrete. The exterior walls 
are brick, with stone and concrete trim. The exterior 
windows are aluminum-type sash. Tool-steel detention 
grids are used intermediately, and ringed detention 
screens are used on the interior. 

Inside the building, partitions are tile on cinder 
block, plastered or covered with glazed tile, depending 
on the area. All ceilings are acoustically treated. The 
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doors are metal, and floors are covered with terrazzo, 
ceramic tile, or asphalt tile. The lighting is indirect, 
incandescent or fluorescent. The Pavilion is heated by a 
circulated hot-air system which is also used to distribute 
fresh air in the summer. 

The 24-foot wall around the large recreation area 
is recessed into a 14-foot excavation so that the top of 
the wall is only ten feet above normal ground level. 
Inside the yard are three protective sun shelters for 
patients, particularly for those taking medications which 
make them susceptible to sunburn. 


THE TREATMENT PROGRAM 


All male patients admitted to the hospital on a 
criminal commitment are sent to the Pavilion, and al- 
though the general treatment principles of the service 
are those of a modern mental hospital, the administrative 
management of most of the patients is influenced largely 
by their legal status. The patients fall into several 
categories: 

1. Patients charged with a criminal offense but who 
have not yet been tried. These patients either have been 
found by the court to be incompetent for trial or have 
been sent to the hospital for determination as to their 
competency. In either case, the hospital must decide 
whether the patient was suffering from a mental disease 
or defect at the time of the alleged offense, and, if he was 
so suffering, whether the crime was a product of the 
abnormal mental condition. These decisions are made 
in response to specific court orders, which are framed in 
accordance with the well-known Durham decision handed 
down by the U.S. Court of Appeals of the District of 
Columbia in 1954, which relieves a person of criminal 
responsibility if he was suffering from a mental illness 
or defect at the time of the crime, and if the crime was 
a product of the illness or defect. 

The majority of patients sent to the hospital for 
competency determination are sent, as a rule, for a 
period not to exceed sixty or ninety days. Obviously, no 
comprehensive program of treatment can be set up for 
so short a period, nor can a valid determination as to 
competency for trial be made when a patient is under 
heavy ataractic medication. Only where it is medically 


imperative, therefore, is a planned course of treatment, 
ataractic or otherwise, given in these cases. 


2. Patients who have been found by the court to be 
not guilty by reason of insanity. Because most of these 
patients have been in the Pavilion prior to their trial, they 
are familiar to the hospital, and pose minimal problems 
in diagnosis. However, they are still under the jurisdic- 
tion of the court, which must review and approve their 
release from the hospital, on either a conditional or un- 
conditional basis. 


Sometimes the service receives patients in this cate- 
gory who are entirely new to the hospital and must be 
“worked up” from the beginning. In several cases the 
hospital has found that, contrary to the court's finding, 
a patient is without mental disorder. In such a case the 
hospital requests the court to grant the patient an un- 
conditional release from the hospital. 

3. Patients who have been found by the court to be 
sexual psychopaths. The District of Columbia Code de- 
fines rather specifically the conditions under which per- 
sons may be classified as sexual psychopaths. It states, 
“The term ‘sexual psychopath’ means a person not insane, 
who by a course of repeated misconduct in sexual matters 
has evidenced such lack of power to control his sexual 
impulses as to be dangerous to other persons because he 
is likely to attack or otherwise inflict injury, loss, pain 
or other evil on the object of his desire.” 

4. Patients who become mentally ill while serving 
a sentence in certain Federal and District of Columbia 
prisons. These patients are treated until they recover 
and then returned to the appropriate penal institution 
for completion of their sentence. If the illness extends 
bevond the expiration date of the sentence, steps are 
initiated for a civil commitment to retain the patient 
in the hospital for the duration of his illness. On dis- 
charge he is returned to the community, without fur- 
ther review by legal authorities. 

5. Patients in other parts of the hospital, who, 
though civilly committed, pose such problems in man- 
agement—usually because of assaultiveness or persistent 
elopement tendencies—that they can best be managed in 
a security setting. In practice few such patients are ac- 
tually in the John Howard Pavilion at any one time. 
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The full-scale gymnasium shown at 
left occupies two floors of the East 
wing of new John Howard Pavilion. 


The auditorium (right) on the first 
floor seats 254 people and is equipped 
for movies and stage productions. 


In considering these groups of patients, it is apparent 
that under certain circumstances, the treatment pro- 
gram of the service is influenced by extrapsychiatric 
conditions. However, except for these special situations, 
treatment is effected through standard modalities of 
therapy and accepted methods of management. Some 
40 per cent of the patients receive psychopharmacological 
medication in the form of accepted ataractic drugs. No 
“experimental” medications are used. All drugs used in 
the hospital, ataractics or otherwise, are first approved 
by a pharmacy board before their regular use is author- 
ized. 

The service has several therapy groups, including a 
special group for the sex psychopaths. It also sponsors 
an Alcoholics’ Anonymous group under the leadership of 
“outside” AA personnel who conduct the meetings and 
maintain contact with the patients. 


OCCUPATIONAL THERAPY 


Three of the floors in the new building contain occu- 
pational therapy shops, including a variety of power 
machines for various mechanical uses. Patients who dem- 
onstrate the necessary degree of interest and responsi- 
bility for handling and working with the tools and ma- 
chines available are approved for occupational therapy. 

The Service publishes a monthly periodical, the 
John Howard Journal, written, edited, and printed by the 
patients. The Occupational Therapy Department pro- 
vides modern printing equipment. 


PATIENT GOVERNMENT 


The service promotes—and it is one of the first maxi- 
mum security services in a mental hospital in the country 
to do so—a patient government program. Each ward has 
its own Patients’ Administrative Group and officers who 
deal with problems at the ward level, such as the assign- 
ment of ward chores; selection of TV programs (to 
avoid domestic squabbles as to who will watch which 
program when); censuring certain patients for misbe- 
havior; selection of the ward’s Man of the Month (the 
“best all-around” patient, who receives a certificate and 
1 prize); and other similar activities. The Patients’ Ad- 
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ministrative Council deals with similar problems on a 
service-wide basis. For this group three representatives 
are selected from each ward Group’s officers to meet 
regularly with medical and supervisory personnel to 
discuss patient problems. Among the numerous activities 
of the PAC is the appointment of a committee to take 
newly admitted patients on a tour of the Pavilion to 
introduce them to the various facilities used in the 
treatment program. 

The Recreation Division of the hospital sponsors an 
extensive program of activities including dances with 
female patients from other parts of the hospital, bridge 
games, and monthly smokers with speakers and enter- 
tainers from outside the hospital. An extensive athletic 
program is conducted in the new gymnasium and there 
is a 34-acre amusement yard, complete with baseball 
diamond and bleachers; tennis, handball, and basketball 
courts; shuffleboard; and a fenced-off area of individual 
garden plots for horticulturally-minded patients. 

Intensive individual therapy is not generally avail- 
able in the John Howard Pavilion or elsewhere in the 
hospital. The doctor-patient ratio at St. Elizabeths is 
such that the medical staff has relatively little time 
available for individual treatment on a regularly sched- 
uled basis. However, selected patients who are thought 
to require and be able to benefit from intensive individ- 
ual treatment are taken for such treatment by doctors, 
either from the service or from other parts of the hos- 
pital, who have time available. 


ADMISSION PROCEDURES 


Pertinent information about the patient is gathered 
at the time of his admission, and he is assigned to the 
admission ward. On the same day he is examined by a 
doctor, who obtains from him a selective history, in- 
cluding his own version of his current legal difficulties. 
A psychiatric evaluation is made, a complete physical 
examination is done, and all the necessary additional 
studies—laboratory, X-ray, psychological, EEG, and other 
tests—are ordered. The patient is briefed by ward per- 
sonnel as to available facilities and ward procedures. 
He is advised, among other things, that daily ward 
rounds are made by both the internist and a psychiatrist, 
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and that to see either or both, he must apply to the 
attendant in charge of the ward to have his name put on 
the appropriate roster. 

Following an adequate period of observation, when 
all the necessary examinations have been made and all 
pertinent information regarding the patient's history 
(information from his family, abstracts from other hos- 
pitals and institutions, service record, etc.) is available, 
the patient is assigned to a resident psychiatrist for a 
“case study” and a time is set for him to appear at a 
staff conference. This conference is attended by the 
physicians on the service as well as other interested per- 
sonnel, such as psychologists, social workers, hospital 
chaplains, and other professional people. Here the salient 
features of the patient’s history are presented. The 
patient himself is interviewed and the necessary formula- 
tions are made concerning diagnosis and, where required, 
competency, mental condition at the time of the alleged 
offense, and causal connection between the illness and 
the offense. Further recommendations are made _ for 
treatment and management. Each doctor present voices 
his opinion on each of these questions, and the official 
hospital opinion reflects the majority opinion of the staff 


physicians. Only the doctors present formulate the final 
opinion, but the other personnel are free to enter into 
discussion of the case. 

It should be emphasized that patients on the service 
are not indefinitely committed to maximum security. 
When, in the opinion of the psychiatrists, a patient has 
improved to the point where he is ready for increasing re- 
sponsibility and will not constitute a management prob- 
lem or an elopement risk, he may be recommended for 
transfer to an “outside” ward as a further step in his re- 
habilitation. From such a ward he may gain increasing 
privileges with progressively less direct supervision. 
Moreover, additional treatment facilities become avail- 
able to him. 

The general orientation in the John Howard Pavilion 
is therapeutic, rather than penal or simply custodial. 
The patient is treated as a patient, and the facilities of the 
service are directed toward his treatment and rehabilita- 
tion. Although the patients’ legal problems demand a 
considerable portion of the doctors’ time, they are of 
secondary importance in the program, which is aimed 
at helping rehabilitate the patients toward a useful and 
productive life in the community. ° 


A MYTH ABOUT PINEL 


For over 150 years, Philippe Pinel has been known— 
almost exclusively—as the French physician who, in the 
face of general opposition, singlehandedly unchained the 
insane. Familiar to many is Robert de Fleury’s picture of 
Pinel striking a Napoleonic pose while a newly-liberated 
female kisses his hand in gratitude and other inmates in 
the background impatiently await their turn to be un- 
shackled by the great humanitarian. 

Pinel’s great-nephew, René Semelaigne, fostered the 
myth of a wholesale liberation of patients with his cir- 
cumstantial account of Pinel’s actions upon being put in 
charge of Bicétre. According to Semelaigne, Pinel, in 
his profound wisdom and benevolence, intuitively recog- 
nized the essential error in the use of chains and immedi- 
ately approached the Revolutionary Government for per- 
mission to unshackle all his patients. An official named 
Couthon grudgingly and astonishedly granted this per- 
mission, and Pinel at once set about his program of 
reform, unshackling forty patients on the spot. 

In actuality, Pinel’s methods were not so heroic 
(nor so slapdash) as nineteenth-century accounts would 
have us believe. When he was appointed to Bicétre in 
1793, he had fifteen years of study and experience in 
psychiatry behind him. These years had shown him that 
complete physical restraint was a deterrent to recovery 
and that being such it had no place in therapy. He be- 
lieved, moreover, that it was necessary to study the un- 
fettered and untreated patient in order to gain thorough 
knowledge of the exact nature of his illness and from 


this knowledge to formulate a correct program of ther- 
apy. Consequently, when he had a hospital of his own, 
he initiated his concept of “traitement moral” in which 
restraint played only a minor part. 

The abandonment of chains was a gradual process, 
however. It was a new step and not one to be taken 
hurriedly, especially when working with totally unpre- 
dictable patients, many of whom were actually homi- 
cidal. Pinel began by studying the case histories of all the 
patients. He then selected a few of the most promising 
and, one day, accompanied by several strong attendants, 
he ventured into the cells of these patients and ordered 
their chains removed and replaced with strait jackets. 
Experience demonstrated that patients thus released and 
restored to at least partial liberty responded well to 
other phases of therapy, and that it was in fact possible 
to grant them entire personal liberty within the asylum 
without endangering the general safety. 

Although he could not complete his program in his 
two years at Bicétre, Pinel was able in time to totally 
exclude chains from use in his next hospital, Salpétriére. 
One should not infer, however, that he abandoned all 
methods of physical restraint and discipline in treating 
the insane. In his opinion, such controls were sometimes 
essential, both for the patient’s immediate safety and 
for his eventual recovery, but in place of chains he pre- 
ferred to use strait jackets, superior force, or confine- 
ment to a dark room, and to discard these restraints as 
soon as the patient became calm. 

EVELYN A. WOODS, A.B. 
ERIC T. CARLSON, M.D. 
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Why Deprol is the first drug 


A 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 


to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Deprol* 


benactyzine + meprobamate 


Composition: Each tablet contains 
1 mg. 2-diethylaminoethyl benzilate 


hydrochloride (benactyzine HCl) and 


400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, 
scored tablets. 


Dosage: Usual starting dose is 1 tablet 


q.i.d. When necessary, this dose may 
be gradually increased up to 
3 tablets q.i.d. 


* WALLACE LABORATORIES 
Cranbury, N. J. 
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Have You Heard? 


COMMUNITY: Parents of handicapped children in 
Marin County, Cal., can now call on specially trained 
sitters. About one year ago, more than 70 high school 
students answered the plea for help of Mr. Robert Foster, 
a teacher of the cerebral palsied at Sonoma State Hos- 
pital, and joined his instruction class. Many have com- 
pleted the course and qualified as “Handicappers.” This 
program has been so successful that Mr. Foster now en- 
visions a chapter of “Handicappers” in every Marin 
County high school. Because of the desire expressed by 
some participants to continue working with handicapped 
people, the present program will be extended to provide 
prevocational and precollege information and to encour- 
age the young people to enter such professions as physi- 
cal therapy, nursing, occupational therapy, and child wel- 
fare work. 


CONSTRUCTION: A $200,000 rehabilitation center 
which will also contain recreational facilities is planned 
for the Hospital for the Mentally Retarded (M. 
Tarumianz, M.D., Supt.) at Stockley in Delaware. Funds 
for this project will come from proceeds from the Dela- 
ware All-Star High School football games of the past 
three years, from a donation by the Delaware Association 
for Retarded Children, from a Federal grant, and from 
anonymous private contributions. 

The Psychiatric Institute for Children, the first of its 
kind in Ontario, was recently established in London by 
the Mental Health Division of the Ontario Department 
of Health. It is located in the Pratten Pavilion of the 
Beck Memorial Sanatorium. This property was pur- 
chased by the Province and will become available in its 
entirety when a new tuberculosis hospital is built by the 

London Health Association late in 1962. When renova- 
tions are complete, the Institute will have some 50 beds 
for short-term cases. Starting last February as an out- 
patient service, the institution, directed by Dr. D. E. Zar- 
fas, was established primarily to meet the needs of the 
mentally retarded and to study the problems of mental 
retardation from the clinical and the research points of 
view. 

Construction of nonprofit hospital, church, and edu- 
cational facilities is likely to reach a new record in 1960. 
The forecast was made at the end of June by the Ameri- 
can Association of Fund-Raising Counsel. It reported an 
increase of 19 per cent over the same period in 1959 (first 
five months) and reached a total of $847 million. New 
religious construction reached $381 million (9 per cent 
more than in 1959); private educational construction was 
$230 million (6 per cent increase); and private hospital 
construction hit $236 million (increase of 4 per cent). 
Based on the five-month reports, the Association indi- 
cated, new hospital construction may total $675 million 
this year, possibly making 1960 the greatest growth year 


in a decade. An estimated $300 million of total construc- 
tion costs may be expected to come from priv ate sources. 

The J. N. Adam Memorial Hospital at Perrysburg, 
N. Y., a facility for the care of tubercular patients, will 
be converted to one for the care and treatment of the 
severely retarded. When the transformation is complete, 
the institution will be under the direction of Gowanda 
State Hospital and will be known as the J. N. Adam State 
School Division of Gowanda State Hospital. 


GRANTS: In an effort to encourage greater numbers 
of young people to embrace the nursing profession, thus 
in time alleviating the manpower shortage, Representa- 
tive Kenneth A. Roberts of Alabama introduced a bill in 
March, which would provide Federal grants of $200 a 
year to each student-nurse, with the condition that the 
states supplement these funds with amounts ranging from 
$50 to $100, depending upon the wealth of the individual 
state. The aid, limited to the financing of education, 
would be given only to schools licensed or approved by 
the state, and as far as possible, would be made available 
to all such schools within the state or locality. 

The Division of General Medical Sciences of the Na- 
tional Institutes of Health has made a grant of $186,000 
to Western Reserve University, Cleveland, Ohio, to sup- 
port a broad program of research in aging. This is the 
third grant made to a university by the Public Health 
Service since 1957, to support large, comprehensive re- 
search programs on aging. The programs permit scien- 
tists from different fields to integrate their studies. The 
two earlier grants were to Duke University and the Al- 
bert Einstein College of Medicine. 

The American Contract Bridge League has selected 
the National Association for Mental Health as the bene- 
ficiary of its 1960-61 charity program. It is anticipated 
that over $150,000, designated for the N.A.M.H. research 
program, will be raised through this A.C.B.L. activ- 
ity. Each year, the A.C.B.L. Board of Directors selects an 
official league beneficiary. Past recipients have included 
the March of Dimes, the National Society for Crippled 
Children and Adults, the American Heart Association, 
the American Cancer Society, and others. Throughout 
the year, 3,000 affiliated league clubs in the U. S., Can- 
ada, Mexico, and overseas raise funds for the selected 
beneficiary through duplicate games and tournaments. 
All card fees are contributed to the charity program. 


AWARDS: This year 138 psychiatric aides received 
the National Association for Mental Health awards for 
their services to the hospitalized mentally ill. The win- 
ners—78 women and 60 men—nominated from among 
56,968 psychiatric aides by co-workers, patients, and visi- 
tors, represent a total patient population of well over 
300,000 in 40 states and the District of Columbia. 
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In depression 


To restore emotional stability 
_ during the declining years 
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-_— . Tablets of 10 mg. 

Recent studies!’ strongly indicate 

underlying depression as a causative 

“" a and Tofranil as an eminently 

dec + _ successful agent, in restoring the difficult 
geriatric patient to a more contented frar 
of mind and more manageable diaposition, 
: 
Cameron, E.: The Use of Tofranil in 
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. Supplement, 4:S160, 1959. 2. Christe, P 

Indications for Tofranil i in Geriatrics, 
Schweiz. med. Wchnschr. 90:586, 1960. 

: Schmied, J., and Ziegler, A.: Tofranil 
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ong | For the treatment of non-geriatric 
visi- . | depression: Tofranil tablets of 25 mg. 


over ampuls of 25 mg..in 2 cc. solution. 
Geigy, Ardsley, New York 
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CAFETERIAS 


How po you FEED seventy severely retarded children 
cafeteria-style? How do you feed seventy to eighty in- 
firm, bedridden, severely-to- moderately retarded patients 
most effectively, with only three to five employees on 
duty? What are the problems i involved in instructing and 
training completely inexperienced personnel in the ‘tech- 
niques of feeding not only spastic type children but 
severely retarded patients? These are problems constant- 
ly being faced by the staff at the Porterville State Hos- 
pital. 

The dietary service at Porterville is rather unusual 
in a number of ways. This was the first institution in 

California to have a food service division staffed entirely 
with paid personnel. There are no congregate dining 
rooms; each ward has its own kitchen and dining room 
constructed for cafeteria service. Food is trucked to the 
wards in electrically heated food carts, which are plugged 
into the electrical socket provided in the ward kitchen. 
Nursing service employees take care of all the food-serv- 
ing, dishwashing, and general clean-up of the kitchen and 
dining area. This includes mopping the floors—an ab- 
solute essential after every meal on a high-care ward. 

The food service division has prepared four categories 
of diets for the various types of patients. The general 
diet is served to patients who are not restricted to special 
diets and who have no difficulty chewing or swallowing. 
An adaptation of this is the chopped diet, which is pre- 
pared for those children who have never learned to chew 
food. Also adapted from the general diet is the nursery 
diet, modified by pureeing all foods, and using less 
spices and condiments. (A special boon to the prepara- 
tion of this diet has been the acquisition of a portable 
garbage disposal which takes the place of a more ex- 
pensive blender." ) 

Special diets are ordered by ward physicians for those 
who require specific diets such as diabetic, ulcer, bland, 
low salt, diarrhea, and low calorie. Many employees have 
also devised various individual methods of preparing and 
servings foods to patients who otherwise would not eat. 
Special nourishments are made to comply with physi- 
cian’s orders. In all instances the temperature of the food 
is carefully controlled and checked before the meals are 
served to the children. Also there are public health as- 
pects which must be considered. Utmost care must be 
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By RUTHANNA PENNY, RN. 
Superintendent of Nursing Services 

and WILMA C. MITTLEBERG, M.A. 
Food Administrator II 

Porterville State Hospital, California 


taken in preparing and serving in order to prevent food 
contamination. The type and texture of many dishes is 
an ideal medium for growth of bacteria. This hazard is 
increased because of the long feeding periods necessary 
on many of the wards and also because the food must 
be cooled to a suitable temperature before the patients 
can tolerate it. 

Of the hospital's average patient population of over 
2500, ages 2-80 years, the majority (25 wards) are able 
to eat cafeteria style. The younger patients require con- 
siderably more assistance in carrying the trays, but are 
taught to sit at the table and to feed themselves. The 
dining room tables and chairs are scaled to the size of 
the individual. Patients from the ages of 5-6 years up- 
ward have been taught to pass by the cafeteria counter, 
pick up their trays, and seat themselves at the table, 
where their eating and behavior is supervised by em- 
ployees. On the “high-care” wards, many of the patients 
have not yet acquired the more correct techniques of 
eating. They are taken to the dining room by groups, 
the more advanced going first. This has minimized the 
amount of dining room “clean-up” between groups. 

On the contagious disease wards and in the acute 
hospital, trays are prepared in the ward kitchens and 
served to the individual patients by employees. Patients 
on the receiving ward are served cafeteria style in their 
own dining room. 


THE INFIRM WARDS 


The other eight wards of the hospital house more 
than 500 infirm patients. The dietary department has 
classified them as (a) feed selves with spoon, (b) feed 
selves with assistance, (c) must be fed by spoon, (d) 
bottle-feeding but are starting solid food, and (e) bottle- 
feeding only. All but the last two types are brought to 
the dining room in wheelchairs, by groups. The average 
time for feeding three meals per day on an infirm ward 
is six hours, with a minimum of thirty minutes to a maxi- 
mum of an hour and a half for an individual child for 
one meal. Because of the time involved in getting 


patients prepared for meals and in and out of wheel- 
chairs, there are days when some are left in bed for feed- 
ing because there are just not enough personnel to do the 
work. The employee who has “kitchen” duty prepares 
trays which are put on a cart for transporting to the 
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dormitory area. There, by careful organization and group- 
ing of patients, one employee may feed two, three, or 
four patients, and perhaps supervise an industrial ther- 
apy patient, who has been carefully selected, in feeding 
another. 

Since 1957, when the dietary service began this train- 
ing system, a considerable number of the infirm patients 
have not only learned to feed themselves, but have also 
learned to ambulate to a degree which has permitted 
them to be transferred to other wards in the hospital. 
Some of the patients had never taken nourishment by 
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any means other than a bottle, because they had never 
been taught otherwise, although some were in their teens. 
Even though it may take six months or longer to teach a 
child to eat from a spoon, the employees have a great 
sense of pride in achievement when this is accomplished. 

Food itself can be measured only in calories and 
ounces but it would require more than a performance 
report to measure the patience and loving kindness of 
the employees who are striving daily to teach these 
patients to become more self-sufficient and _ better 
equipped to return to society. ° 


Spoon Fed 


Ed. Note: The letter below was originally printed in 
Foop Tauks, a bulletin of the Food Administration Sec- 
tion, Department of Mental Hygiene, California. It was 
sent to Mentat Hosprrats by Mrs. Margaret C. Mad- 
den, Chief Dietitian of the Philadelphia Psychiatric Hos- 
pital, Pennsylvania. 


Dear Sir: 


Never “in all me born days” (and there have been 
a lot of them) have I run across a book of “manners” 
written especially for people who are mentally ill. There- 
fore, | would assume that “manners is manners” regard- 
less of state of mind. There may be times when I am 
thinking about something else that I may forget to stand 
when an older person comes into a room, or fail to hold 
open a door at the proper moment, but when I sit down 
to eat I automatically butter bread with a knife (not 
the back of a spoon), eat spaghetti with a fork (not with 
a spoon), and use a knife to cut foods which cannot 
easily be cut with the side of a fork. Most of these 
motions are accomplished without any conscious thought 
on my part. They are almost reflex actions, because this 
is the way my elders taught me to handle food. 

I've come full cy cle, it seems. In my infant days I 
was handed a spoon and shown how to feed my self all 
sorts of gooey messes; as I grew older a fork was added 
to my collection, as more solid and recognizable bits of 
food were put on my plate. No knife yet, but the things 
that needed sectioning were all cut up by the eldest. 
Finally came the day when I was provided all three 
implements, and I was growing up. 

Now the employee in the dining room implies that 
knives and forks are a hazard—not to me, but to him! 
There are many other things in the dining room that I 
can use if I really want to whack him but he apparently 
hasn't thought of this. Personally, I think he just doesn’t 
want to go to the trouble of washing them. But they all 
go through a dishwashing machine. Maybe I am crazy; 
I just can’t figure out his thinking processes. Anyway, all 
I get to eat with is a spoon, and with that I must eat not 
only gooey messes but solid things that defy spoon- 
cutting. 


Or can he mean knives and forks are a hazard to 
me? But isn’t everything in life a hazard? If I leaf 
through a magazine I face the hazard of cutting myself 
on the page edge and everyone knows paper cuts can 
be dangerous. Maybe I shouldn't sit in a chair because 
it might collapse, or take a bath because there might be 
a thunderstorm and everyone knows the tub is metal and 
water conducts electricity and there I am—electrocuted. 

In my therapy sessions with that nice young psychol- 
ogist who is so understanding of all the “psychological 
impacts” of life that have caused my present stage of con- 
fusion, he keeps stressing the fact that I must face reality. 
I wish it were possible to trade places with him for just 
one day and see how he would face the psychological 
impact ‘of conquering a meal with only a spoon! I'll bet 


he (as well as other employees) eats with the full com- 
plement of implements. 

The other day in the patients’ library I skimmed 
through the latest “book of manners” that I could find 
and it says that life has become more informal and that 
many of ‘the old rules are not as rigidly upheld as they 
once were; but it still says that the old “irreducible mini- 
mum” with which a table should be set for the most 
informal meal is a “water glass, a napkin, and a fork, 
and knife at each place”—you see, they don’t even men- 
tion a spoon! e 
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DRESSES 


CLASSIC, NORMAL-LIFE STYLES, SPECIFICALLY 
DESIGNED FOR INSTITUTIONAL REQUIREMENTS 


Tested, tested, tested, tested! Tested to the point of perfec- 
tion. That’s the background of our new “450 Range” Lady Karoll 
41% ounce twill dresses. From fabric to pattern, from design to 


construction, months of painstaking experiments have made these 
dresses the finest of their kind. They have not only been approved by 
executives of leading institutions, whose advice was essential, but 
tested by patients themselves! 


Testing typifies the Karoll policy of offering a product only 
after it has proven successful. In Lady Karoll dresses we’ve even 
included a washable, sanforized label for the patient’s name and loca- 
tion — with ample room for any changes. Lady Karoll dresses are 
mercerized, sanforized, guaranteed washable and color fast — even 
« the belts! Buttons, too, are wear resistant but will be replaced if 
necessary. All seams super lock stitched with no raw edges; hems 
3 single lock stitched. Lady Karoll dresses are the finest garments of 
- i their kind ever created — and available for immediate delivery! 


Styles 1, 2, 3 
; in sizes 10 to 20 
Styles 4, 5, 6 

in sizes 38 to 46 


—and also in 
sizes 1414 to 26% 


-delivered flat folded 
on wire hangers 


Write today for 
full information 


KO ROLLS ine. 


INSTITUTION DIVISION 


32 North State Stree* 
Chicago 2, Illinois 


ANdover 3-0600 
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Understanding Parents of Retarded Children 


By KENNETH G. SUMMERSETT, MS.W. 


Director, Social Service Department 
Newberry State Hospital 
Michigan 


IT IS DIFFICULT TO ASSESS ACCURATELY the extent of the 
ego damage and frustration which overwhelms parents 
when they are forced to face the fact that their child is 
mentally defective. Seldom are people asked to face a 
more frightening, bewildering, or threatening problem. 
Experienced professional people say that most parents re- 
act to the family tragedy thus: First, they feel sorry for 
themselves and wonder why it happened to them; sec- 
ond, they begin working to do what they can for their 
own child; and third, they work to do w hat they can for 
all retarded children. Or, in the words of Dr. William E. 
Kelley,’ Assistant Director of the Michigan Department 
of Mental Health: “These parents inevitably will go 
through three phases of thinking and feeling in relation 
to the problem of retardation in their child. First, they 
fight it; then they fight with it; finally they fight for it.” 

Such parents with their combined strength, are often 
able to resolve apparently overwhelming problems. Some 
of the most successful group devices have been the “par- 
ent groups,” which are “nonprofit, nonpolitical, nondis- 
criminatory groups for the parents, relatives, and friends 
of retarded children,” to quote the bylaws of the New- 
berry Association for Retarded Children. Among the 
aims and purpose of such groups are: 


1. To establish parent groups in every community 
in the state where there are mentally retarded 
children, and to advise and aid parents in the 
adjustment to their problems. 

To encourage research, training, and education 

to the limit of the ability of the mentally retarded 

child. 

3. To acquaint the general public with the serious- 
ness of the problem and to promote a_ better 
understanding. 

4. Yo further the advancement and training of per- 

sonnel for work in the field of mental retardation. 

To encourage legislation to provide adequate 

care and training at home, or in institutions, as a 

community responsibility. 

6. To solicit and receive funds for the accomplish- 
ment of the above purposes. 


bo 


ut 


‘Kelley, William E.: Span. I:II, 1957. Michigan Associa- 
tion for Retarded Children, Lansing, Mich. 


Parent groups are organized locally, work in imme- 
diate communities or counties, depending upon the den- 
sity of the population, and are usually associated with 
the state home and training school or hospital in their 
geographical area. They are often affiliated on both the 
state and national levels, the national level being pri- 
marily concerned with the coordination of state groups 
and with the spearheading of a national approach to 
basic research and education. 


A CREED WITH A PURPOSE 


The Michigan Association for Retarded Children, 
like all such groups, holds that the mentally handicapped 
individual is, first of all, a person who has the same rights 
as his more fortunate fellow citizens. Because he is re- 
tarded, he is, in addition, entitled to some special con- 
sideration. It is this firm belief, coupled with the solidar- 
ity of sheer numbers, which does much to assist individ- 
ual parents to transcend the turbulent psychological up- 
heaval which results from the knowledge that their child 
s “different” and will always remain so. Working to- 
gether and sharing their heartbreaking problems enables 
parents to progress through the three stages mentioned, 
to become able to resolve their conflicts. rechannel their 
drive “to deny existing reality,” and thus become able to 
cope with their tragedy on a less overwhelming level. 

Among the accomplishments of the Michigan group 
to date are: 


1. The organization of some forty parents’ groups 
throughout the state. 

2. The provision of thousands of dollars worth of 
recreational, training, and educational equipment 
not provided by the state for institutionalized 
children. 

3. The opening of the doors of state institutions to 
the public and to the parents. 

4. The publication of a number of informational 
booklets about the mentally retarded, their needs, 
and their potentials. 

5. Counseling with parents, helping them to realize 
that they are not alone in their trouble. 

6. Ccoperation with established state agencies in the 
study of mental retardation in Michigan. 


39 
| 
4 4 
* 
> 
by 


40 Mental Hospitals, Oct., 1960 


On a concrete level, the members of parents’ groups 
voluntarily contribute their own funds toward better 
equipment and facilities for the mentally retarded chil- 
dren in their state institutions. They have provided 
equipment and toys, television sets, phonographs and 
records, play ground equipment, and other educational 
and recreational items. They have financed parties and 
entertainments for patients, and have purchased innumer- 
able gifts for orphans and forgotten children. 


THE WEIGHT OF NUMBERS 


As volunteer groups, they have helped awaken the 
public conscience through educational releases, often, it 
is true, written for them by professional hospital staft 
members. But professional and state employees and or- 
ganizations cannot dramatize the problems as can the 
afflicted parents themselves. Such releases from parent 
groups arouse the rest of the community to help find 
some of the needed solutions to the problems of the 
mentally retarded. Many of these problems can be solved 
only on a community level, and no one person, however 
capable, could do as much single-handedly. Still less 
could individual parents, usually unskilled and untrained 
in the problem area, hope to accomplish. Indeed, even a 
parent who is already professionally engaged in the field 
may well be emotionally blocked in his effectiveness to 
solve his own problem or to present it realistically for 
the consideration of others. 

The alert hospital group worker will realize that it is 
the emotional support the group offers, rather than the 
tangible gifts it brings to the institution, which is its most 
important contribution. A parents’ group serves as an 
organized resource for those who must face for the first 
time the problem of caring and planning for a mentally 
retarded child. It is often, indeed, the only group which 
other parents are initially “able to listen to” in planning 
for the best interests of their child and themselves. The 
worker who can learn from the group something of the 
parents’ feelings toward their children, thennselv es. and 
the institution's policies and staff can become more effec- 
tive in understanding the subtle conflicts which each par- 
ent brings to his problem-solving session. 


THE BURDEN OF GUILT 


Probably the worst problem which the worker will 
encounter during his early meetings with the parents is 
their terrible sense of guilt. This feeling may be ac- 
centuated by a mistaken religious attitude, and some- 
times by the unfortunate coincidence that the retarded 
child was conceived on the fa'se premise of welding to- 
gether a marriage which was on the verge of collapse. 
More realistically, the parents are faced with the realiza- 
tion that this child may never be able to care for even his 
simple elementary needs, and that they, as a family, may 
not be able to care for him throughout his lifetime. Thev 
will be aware that he is not happy with normal children, 
that even his own siblings present unfair competition in 
all areas. They may not have the time or ability to train 
him in the minor things he may be able to master. These 
realizations emphasize some of the “guilt of incomplete- 


ness” with which they feel they have afflicted this child. 
This sense of “incompleteness” may be an ego-threatening 
experience, wherein the parents themselves feel incom- 
plete as individuals, with the devastatingly concrete evi- 
dence of having produced a defective “incomplete” child. 
This sense of incompleteness may be resensitized in their 
feelings about the child because they are inadequate to 
meet his special needs. Thus the parents are under tre- 
mendous psychic duress, and in their efforts to seek relief 
from their unwarranted sense of guilt, they find them- 
selves in a position which is emotionally untenable, and 
from which they cannot easily be extricated. 

One of the initial important tasks, therefore, for the 
parents, is to achieve the psychic regeneration which is 
necessary to them for their very psy chologic: al existence. 
Group identification, group action, and group solidarity 
through membership in a parents’ organization is one 
vehicle on which they may be able to ride back to some 
kind of homeostasis. Through the group process, there 
is the stimulation which accrues from group interaction. 
and some dilution of the sensitivity, guilt feelings, and 
overwhelming involvement that the parents of a retarded 
child suffer. No longer do they feel completely “set 
apart” from the rest of society because their child lacks 
the capacity to compete successfully, first with other 
children, and Jater, with the rest of the world. 


MENTAL RETARDATION IS FOREVER 


Once the parent has realized that life-long care will 
be a paramount need for the whole of the child’s life, a 
tremendous conflict may develop. As Lydia C. Baker’ 
writes, “The very nature of this problem precludes a 
satisfactory solution on the familv level. Despite any 
poetic reference to the ‘permanence’ of a family, the fam- 
ily is at best rather an impermanent structure. Parents 
grow old and die, children grow and marrv, or separate 
from their original family structure. One of the sad- 
dest aspects of mental retardation is a permanent state of 
condition—the afflicted mav be trained but not cured, 
and the cold fact remains that the familv is not a suffi- 
ciently permanent structure to cope with the problem 
satisfactorily.” 

This is the point at which, if the narents are to survive 
psychologically, they must be helped to “fight for it’— 
the last step in adjustment mentioned by Dr. Kelley. 
Here again the parents’ groun may be the instrument of 
this final adjustment. The “community of parents” has 
done and can do much in the way of sponsorine research 
which will pay off before long in real preventive meas- 
ures. These endeavors, as well as the gift-giving, the 
fund-raising, and the mutual support, provide meaning- 
ful outlets for the parents’ emotions. In working through 
their feelings by vositive constructive action, thev will 
cease to be overwhelmed, and will gain security through 
doing something concrete. This group process in parents’ 
organizations demonstrates the fact that “they serve 
themselves best who serve others.” e 
‘Baker. Lydia C.: Mental Retardation, A Community 
Problem. Michigan Association for Retarded Children, 
Lansing, Mich. 
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By PHILIP F. LERNER, M.D. 


Head, Department of Neurology and Psychiatry 
Lutheran and Mercy Hospitals 
Baltimore, Maryland 


The Former Patient: 
A Potential 


IT Is A WIDELY ACCEPTED FACT that the volunteer within 
the mental hospital is offering a definite contribution to 
the management, care, and treatment of the mentally ill. 
These volunteers come primarily from social- minded, 
progressive, service organizations such as ladies’ auxil- 
iaries, lay boards, or other interested groups. However, 
in recent years some medical people have developed an 
interest in another potential source—the ex-patient. 

This writer believes that by recruiting the former 
patient, the hospital may bolster its volunteer program, 
especially since these ex-patients bring special aid to the 
therapy and management of the ill person. This was il- 
lustrated by Mrs. Isabel Schuman! of Spring Grove State 
Hospital, Mary land, in her article “Ex- -patients Make 
Good Volunteers,” in a recent issue of this magazine. 


TWO-WAY HELP 


There are basically two fundamental reasons for urg- 
ing such recruitment. First, it is helpful to the ex-patient. 
Many of these people, by being able to act as volunteers, 
experience a type of therapy directed toward their per- 
sonal maintenance and improvement of their mental or 
emotional state. Such a program can prepare them to 
resume their place in society, or train them to accept a 
uew situation within the community. For example, some 
three years ago, in the Delaware (General) Hospital in 
Wilmington, one volunteer group initiated an unusual 
program. Mentally limited teen-age girls learned to per- 
form a number of routine activities within the hospital. 
They served and fed incapacitated patients, assisted in 
promoting children’s activities, helped with minor office 
work such as addressographing or mailing, and worked in 
the central supply division and the laundry. The pro- 
gram was designed primarily to offer these young girls 
practice and experience in activities which would pre- 
pare them for eventual outside employment. A recent 
article by Mrs. Marian B. Doom? reports the value and 
results of such a program. 

The other basic reason why ex-patients should be con- 
sidered for volunteer work is that they can contribute 
many skills, abilities, and talents. Often they have de- 
1Schuman, Isabel: Ment. Hosp. 11:5:28-29 (May) 1960. 
2Doom, Marian B.: An Experiment in Community Serv- 
ice, Hosp. 30:4:53-55 (Feb. 16) 1960. 


Volunteer 


veloped much more sympathy and understanding of 
patients’ needs and interests than the volunteer who has 
never been afflicted by mental illness. Although the pa- 
tients may not even be aware of the volunteer's previous 
illness, they somehow develop a more comfortable and 
secure feeling in the presence of this ex-patient, who 
brings them a view of the outside world, without pitying 
them. Of course, the other volunteers attempt to avoid, 
or even to conceal, such an attitude, but they frequently 
fail. Even professional entertainers or artists often ex- 
perience such difficulties, despite their efforts to over- 
come them. 


THE VOLUNTEER DIRECTOR 


Certainly, volunteers in any hospital may present 
difficulties, and even cause some damage to both the pa- 
tient and the volunteer, especially when ex-patients are 
involved. The improperly supervised, or poorly instruct- 
ed volunteer can do more harm than good. Therefore, 
the volunteer program in any mental hospital should be 
under the supervision of a skilled director of volunteer 
services. This person should, of course, have adequate 
training and sufficient experience in selecting, training, 
and directing volunteer personnel, but further, she must 
be especially understanding of the nature of the ex- 
patient's illness and his needs and emotional “make-up.” 
She should have the status of a department head, and be 
able to meet and discuss problems with other department 
heads in order to coordinate the activities of every area. 
To this end, a proper orientation program for volunteers 
should result in “picking the right man for the right job,” 
and then utilizing his specific aptitudes and interests ac- 
cording to the needs and requests of the department 
heads. The volunteer service should have adequate 
space within the hospital, where the new volunteer can 
be interviewed in a relaxed uncrowded area, and where 
he may meet and discuss problems with his director or 
other department heads. 

This writer realizes that objections to using ex-patients 
may be valid in some instances. Yet, there are a great 
number of people, who, when properly chosen and super- 
vised, can and should be allowed to contribute part of 
their time, skills, and abilities to the mental‘hospital vol- 
unteer program, which today has become a specific ther- 
apy for the mentally and emotionally ill. ° 
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“THERAPY OF FASHION” 


By THEO K. MILLER, M.D., 
Superintendent and Medical Director, 


LEWIS G. CARPENTER, Ph.D., 


Clinical Psychologist, 


and ROBERT B. BUCKEY, M.D. 
Assistant Superintendent—Psychiatric, 
Napa State Hospital, Imola, California 


“THERAPY OF FasHION” was a_ pilot 
study recently completed at Napa 
State Hospital and was designed to 
recreate healthy feminine characteris- 
tics in a selected group of women 
patients. The study was sponsored by 
the San Francisco Association for 
Mental Health and carried out as a 
volunteer service project of The Fash- 
ion Group of San Francisco, Inc., the 
local branch of a national organization 
of key professionals in the fashion 
field. The project consisted of a series 
of three weekly classes attended by 
forty selected women patients in both 
the chronic and the acute categories. 

The series began with a_ profes- 
sional fashion show. Afterward, fash- 
ion experts advised individual patients 
about the type of clothes best suited to 
them. In subsequent sessions, the fash- 
ion experts gave demonstrations and 
instructions concerning correct facial 
make-up, hair styling, dress designing, 


Professional models display en- 
sembles from one of San Fran- 
cisco’s exclusive apparel firms. 


proper foundation garments, and sim- 
ple exercises to improve posture and 
develop poise. Leading San Francisco 
firms contributed cosmetic kits and 
dress fabrics for distribution among 
the participating patients. 

With professional guidance, each 
patient was given the opportunity of 
designing a dress for herself and select- 


One of the participating experts 
instructs a patient in the proper 
method of applying cosmetics. 


ing the fabric and color combinations 
she liked best. Hospital personnel en- 
couraged and assisted the patients to 
make their dresses. Two weeks after 
the classes were finished, twenty-six 
patients had completed their dresses. 
After a practice session in modeling 
they staged their own fashion show 
with the aid of the fashion experts be- 
fore an audience of nearly 400 other 
women patients. 

For some patients in the group, 
effects of the fashion project were 
dramatic and immediate. One woman 
in her early thirties had persistently 
refused to enter any socializing activi- 
ties and had even been unwilling to 
use her privilege of going out on the 
grounds. She finally admitted that 
she was ashamed of her appearance 
and said that she never went to parties 
or dances because she “looked so ter- 
rible.” After being fitted with proper 
foundation garments, she looked into 
a mirror and said, “My, I look so 
different.” At the fashion show she 
went on stage clad in her new dress 
and looking confident and happy. 

A patient from an acute ward felt 
the fashion project was the turning 
point of her illness. She reported en- 
thusiastically that after one of the 
classes, “all at once the clouds rolled 
back, the sun was shining, and I felt 
like myself again.” She left the hospi- 
tal not long afterwards. 

To provide more systematic and 
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comprehensive information on the re- 
sults of the project, participating 
patients and staff members filled out 
evaluation forms. Patients were asked: 
(1) whether they thought the project 
had helped them look “very much 
better,” a “little better,” or “no better,” 
and (2) whether attendance at the 
classes had made them feel “much 
better,” a “little better,” or “no better.” 
The staff filled out similar evaluation 
forms except that the variable “acting” 
was substituted for “feeling.” A second 
evaluation with the same questions 
was made a month later. 

One conclusion was immediately 
apparent. In both first and second 
evaluations of both chronic and acute 
patients, a large majority of patients 
and staff indicated they noticed some 
improvement. However the patients 
tended to downgrade their improve- 
ment on the second evaluation, espe- 
cially in the “looking better” and “feel- 
ing better” categories. The shift, how- 
ever, was not great enough to present 
a basically different pattern. 

It is the combined opinion of the 


“MAY I HELP YOU?” 


Patients at Glenwood (lowa) State 
School can now select their own cloth- 
ing from a wide assortment of under- 
wear and brightly colored shirts, 
dresses, and blouses. The clothing cen- 
ter is operated by a staff of women 
who act as salesladies, do alterations, 
and wrap all purchases. 

Even though Iowa law requires 
that the school buy most of the cloth- 
ing from state industries and institu- 
tions, garments are often identical to 
those sold downtown. In addition, each 
patient's clothing is marked with his 
own name, building, and ward, so he 
is assured of getting back his own 
clothing from the laundry. The cen- 
ter even offers a selection of jewelry 
which a woman may choose to go with 
that new party dress. 


This woman is learning the art 
of graceful and relaxed walking 


from a professional model. 


authors that fashion as a therapy may 
well prove to be an additional tool in 
the reactivation of women patients, 
especially among those in the chronic 
group with long-term periods of hospi- 
talization. Also noteworthy were the 
stimulating effect this project had on 
other patients, and the interest dis- 
played by the ward staff. News of 
what was transpiring spread rapidly 
and resulted in many requests from 
other patients to be included in a sub- 
sequent series of classes. There was 
also a noted improvement in their per- 
sonal appearance. 

The close contact and individual 
attention the patients received from 
these well groomed and cultured pro- 
fessionals—even for so short a period 
—have been morale builders them- 
selves. The fact that they took time 
out from their busy lives and occupa- 
tions for preparation, in addition to 
devoting four full days at the hospital 
to be of service, is sufficient proof to 
the patients that there are people out- 
side the hospital who are genuinely 
interested in their welfare. ° 
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“uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


PANAFIL 


for enzymatic debridement and 


CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLtoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANaFit is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
CuHtoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient... .”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, Cuvoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-oz. tubes and special hospital size. 


and special hospital size. 


Samples and literature on request from 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. Kystan) Mount Vernon, N. Y. 
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Intellectual Stimulation 


for Chronic 
Schazophrenics 


By WILLIAM N. DEANE, Ph.D. 
Staff Sociologist 
Vermont State Hospital, Waterbury 


A LECTURE SERIES with its speakers drawn about equally 
from the community and from the hospital is proving 
to be an effective tool in the rehabilitation of chronic 
schizophrenic patients at this institution. In addition, 
the exchange of information inherent in the series has 
contributed substantially to community education and to 
the hospital's relations with the people in its surround- 
ing area. 

From its start in May 1959,° through September 
1960, the project has included a total of 62 speakers, 
with topics ranging from “A Governor's Typical Day” 
and “The Puerto Ricans in New York City” to a discus- 
sion of “Admission Procedures at the Hospital.” For 
example, the Governor of Vermont outlined the duties 
of his office; the local fire chief explained the newer tech- 
niques of fire control; and a professor of sociology told 
about Puerto Rican problems in situations of culture con- 
flict. On the hospital side of the ledger, the chiefs of 
service explained their duties: the supervisor of the ad- 
mission service, for instance, described the commitment 
process, and the director of nursing service detailed her 
typical activities and responsibilities. 

Meetings are held weekly, with one or more speak- 
ers participating at each session. Attendance is volun- 
tary, and averages about 40 patients from the rehabili- 
tation group of approximately 110, to which it is re- 
stricted. 

A Lectureship Program Committee, consisting of 10 
patients chosen by those in regular attendance from 
among their number, has the responsibility of selecting 
the speakers and their subjects. The project sociologist 
assists the committee in their selection when necessary, 
and often serves as liaison between the committee and 
the speakers. Usually the patient-group has definite 
choices as to topics and persons to present them; on 
some occasions, however, the committee is'firm about a 
subject but, because of lack of knowledge or contact 
with the community, does not know of a proper speaker. 


a part of the Vermont Project for the Rehabilitation of 
Chronic Schizophrenic Patients (Office of Vocational Re- 
habilitation, Special Projects Grant +180). 
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In these instances, and on the rare occasions when 
there are no spontaneous suggestions from the group, 
the project sociologist supplies names of speakers and 
possible topics. Acceptance of such suggestions is by a 
majority vote of the committee, as are all selections. It 
is interesting to note that the committee has so far re- 
jected about half of the sociologist’s suggestions, thus 
indicating a high degree of independence. 

The reactions of the speakers to being invited to 
address a group of mental patients have been interesting 
and informative, as have their comments subsequent to 
their presentation. All but two individuals who have 
been asked to speak have accepted. Many have indi- 
cated surprise (and a certain pride) at having been se- 
lected, and most have shown some degree of apprehen- 
sion, which makes their willingness to accept all the 
more remarkable. 

Upon the conclusion of their talks, about one third 
of the speakers have made statements concerning the 
value of the program. Those who elaborated their views 
spoke in terms of “normalizing the hospital environment” 
and “giving the people outside an opportunity to better 
understand conditions within the hospital.” One speaker 
referred to the program as “exciting”; another as “pro- 
gressive.” 

Some speakers commented extensively about the 
patients’ questions during the discussion period. These 
comments were completely spontaneous and suggested 
that the patient group had responded in a way which 
the speakers had not anticipated. For example, one lec- 
turer stated that he had never addressed a more percep- 
tive audience than the patient group. Another, experi- 
enced in pedagogy and classroom procedure, said, “I 
wish my students would raise questions as perceptive 
and fertile as your patients do.” A third speaker, who had 
anticipated a bad time, said with surprise, “Their ques- 
tions were good ones. I didn’t expect this. I thought that 
if they talked to me at all, it would be in a rambling way 
that I wouldn't understand. I thought they would be 
delusional and I thought they would make faces at me, 
but they didn’t. They asked good, sensible questions the 
same as other people do.” 


“A WONDERFUL EXPERIENCE” 


Other statements concerning the speakers’ reactions 
to the participation in the program stressed their feel- 
ing of pride that the patients would wish to hear from 
them and that so many were on hand to hear them speak. 
One summed it up: “I was simply scared about this 
when thinking it over. I didn’t know what to expect and 
I didn’t know whether the group would be lethargic— 
unable to understand what I had to say—or silly, living 
in its own world. It was a wonderful experience for me 
to have done this and to discover how intelligent these 
people really are.” 

There is no need in this article to expound upon the 
value of education as a rehabilitation measure for men- 
tally ill patients. This has already been well documented 
by David J. Vail, M.D., in his article, “Education as 
Therapy,” in the March 1959 issue of MENTAL Hospt- 
TALs; and by this author and Elizabeth M. Dodd in “Edu- 
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New From Howell... 


THE CHAIR 


Here is style in steel, designed and engineered to meet the special 
needs of mental institutions. Features such as heavy 16 gauge 
¥," square steel tube frames; all welded construction; satin chrome 
finish; wall saver back legs; rugged heavyweight naugahyde up- 
holstery over 3” foam; self leveling stainless steel glides ... all add 
up to years of maintenance-free service. 


HOWELL 


440 S. First Street, St. Charles, Illinois 


cational Techniques for the Rehabili- 
tation of Chronic Schizophrenic Pa- 
tients,” in the February 1960 issue of 
the AMERICAN JOURNAL OF OccuUPAa- 
TIONAL THERAPY. However, the lec- 
ture series has one or two specific 
beneficial aspects which bear report- 
ing. 


THE EDUCATED PATIENT 


In the first place, it seems to be 
especially useful to the intelligent pa- 
tient with considerable education. 
Generally speaking, this type of pa- 
tient has not responded to the over-all 
rehabilitation program as well as have 
the patients of a lower level of educa- 
tion or intelligence, who constitute 
the majority, and for whom the pro- 
gram is therefore basically geared. 
The attendants who work closely with 
the patients resemble this latter group 
insofar as formal education and cul- 
tural factors are concerned. These 
conditions have made it possible for 
the attendants and the majority of our 
patients to get on well together. But 
the individual who differs radically 
from these norms, who, in short, may 
be more intelligent and better edu- 
cated than the majority, and thus 
have different tastes, interests, and so- 
cial status, is somewhat isolated. This 
type of patient finds the lecture series 
most appealing. 


THE TEENAGER 


There are also a few younger pa- 
tients who do not respond well to the 
rehabilitation program—not necessari- 
ly because they are more intelligent, 
but because their interests differ from 
those of the majority, who are closer 
to middle age. The lecture series has 
been especially beneficial to these 
young people because it has given 
them an unusual opportunity to listen 
to informed, well-educated persons, to 
converse with them directly, and to 
ask questions of them. 

This is not, of course, to say that 
the less well educated or less intelli- 
gent patients do not also benefit. It is 
only to point out that some of the edu- 
cational and cultural vacuums which 
exist for the highly intelligent college 
individual and the teenager in the re- 
habilitation program are being com- 
pensated to a certain extent by the 
lecture series. ° 
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REVIEWS COMMENTARY 


FILM 
REVIEWS 


COMMUNITY MENTAL HEALTH (black and white, 
32 minutes ) Produced for the Mental Health Film Board. 
Sponsored by the State Mental Health Authorities of Cali- 
fornia, Connecticut, Massachusetts, Pennsylvania, and 
Texas. Available from some State Mental Health Author- 
ity film libraries, or may be purchased from International 
Film Bureau, 57 East Jackson Blvd., Chicago 4, Illinois. 


How does a community organize to provide a mental 
health service for its citizens? Obviously no single half- 
hour film could give a complete blueprint, but COMMU- 
NITY MENTAL HEALTH does outline a possible ap- 
proach—and does it in an effective and often emotionally 
moving way. 

The approach is a Public Health one: the people of 
Kent, the film’s “typical U.S.A. community,” are as con- 
cerned with prevention as they are with treatment. 
Aroused to action by an incident of juvenile delinquency, 
the concerned citizens decide that many of their prob- 
lems—crime, family break-up, divorce, and suicide—are 
associated with emotional disturbance, and they seek help 
from their State Community Mental Health Consultant. 
Together, they plan a mental health center which will not 
only serve individuals with problems but which will also 
reach out to other professional people and agencies to 
strengthen existing services. After forming a core com- 
mittee, made up of the local health department, mental 
health association, press, professional people, civic lead- 
ers, and government officials, they get to work, although 
they experience many a set-back they eventually open 
their center's doors. 

The balance of the film illustrates the services of the 
center in a series of dramatic episodes. The center's psy- 
chiatrist, psychologist, and social worker are shown han- 
dling cases, as well as consulting with other agencies in 
the community. These scenes are exceptionally well con- 
ceived and portrayed, although one might wonder how 
the center’s staff found the time to do so much. 

Some leading roles are played by professional actors 
(Eddie Albert is especially good as a newspaper editor 
who gradually becomes convinced of the center’s value ), 
but the large cast consists chiefly of amateurs who play 
roles similar to their real-life jobs. The writing, direction, 
ind acting are above standard, and the net result is a 


satisfying and stimulating film. This very perfection may 
result in some members of the audience getting too rosy 
a picture of the way in which community mental health 
services are provided. The broad range of services offered 
by the small staff of the center in the film is certainly un- 
realistic. These are, however, minor drawbacks in view 
of the film’s potential as an educational device to involve 
the public in community mental health programs. A film 
of this type would probably always be accompanied by 
a discussion leader who could point out that each com- 
munity must tailor its mental health services to its pecu- 
liar needs. A discussion guide is provided for such re- 
source persons. 
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COMMUNITY MENTAL HEALTH would be use- 
ful to a state mental health authority, mental health 
association, or mental hospital to develop citizen partici- 
pation in community mental health services. Because it 
emphasizes the importance of coordinated efforts on the 
part of a cross-section of the community, it would also 
help college students—especially those planning to enter 
medicine, social work, or the ministry—to understand 
community organization on a practical level. 


JACK NEHER 
Mental Health Materials Center 


BOOK 
REVIEWS 


RECREATION AND PSYCHIATRY—Published by the 
National Recreation Association, 8 West 8th Street, New 
York 11, N. Y., 1960, 36 pages, $1.25. 


This pamphlet includes papers presented by four promi- 
nent American psychiatrists, Drs. James S. Plant, William 
Menninger, Alexander Reid Martin, and Robert J. Camp- 
bell, on the subject of recreation. 

The first paper was presented by Dr. Plant in 1937 
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in a pioneer effort to view recreation as a healthy frame- 
work for the American way of life in mid-century. Un- 
fortunately, Dr. Plant’s dreams are still far from being 
realized. Recreation is still considered a “frill” in our 
institutional structure, and a slightly immoral addendum 
which is often the first to be cut when budget appropria- 
tions drop. The puritanic tradition of the evils of play, 
and even enjoyment, dies hard in the American con- 
science! 

Dr. Martin, chairman of the American Psychiatric 
Association’s Committee on Cooperation with Leisure- 
time Agencies, combines his extensive knowledge of 
human maladjustment with a deep interest in recreation, 
to give a thoughtful resume of recreation’s role in pre- 
ventive medicine. 

Drs. Menninger and Campbell discuss the various 
clinical applications of recreation. Dr. Campbell makes 
a plea for imaginative application of recreation programs 
as therapeutic tools in our ever-expanding psychiatric 
outpatient departments and clinics. 

This is a delightful and stimulating pamphlet which 
should be helpful in planning for better patient care. It 
might even promote insight into our own personal use 
of leisure time for recreation. 


ROBERT H. BARNES, M.D. 


REPORT ON REMOTIVATION-—By the Remotivation 
Project Advisory Committee, Mental Hospital Service, 
American Psychiatric Association, 37 pages. 


Since 1956, when the Remotivation Technique was first 
introduced into the Philadelphia State Hospital, person- 
nel from 150 hospitals have attended Remotivation train- 
ing courses in 33 mental hospitals. The aide-training 
course requires 15 to 30 hours of instruction and the 
project is supported by the Smith Kline & French Foun- 
dation. 

In 1959, a “follow-up” team visited 13 mental hos- 
pitals using this technique, to determine if Remotivation 
had been generally accepted, and how it could be ex- 
panded and strengthened in the future. The “Report on 
Remotivation” presents briefly the findings of the team 
and describes the technique itself. 

The team reported a considerable degree of success 
of the program in the hospitals it visited. The interest 
and support of the hospital administration were found 
to be key factors in development, and the services of a 
full-time coordinator for the program were helpful. 

The pamphlet describes in detail the organization 
and operation of the Remotivation Program, which aims 
to “remotivate patients to take a renewed interest in their 
surroundings and encourage the psychiatric aide to take 
a more personal interest in his patients.” The basis of 
the program is a series of regularly scheduled meetings 
between the aide and a small group of patients to dis- 
cuss current events or topics of general interest. 

The report, which is easily read, and illustrated with 
photographs, can be obtained from the A.P.A. Mental 
Hospital Service, SKF Remotivation Project, Box 7929, 
Philadelphia 1, Pennsylvania. 


LUCY D. OZARIN, M.D. 
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NEWS & NOTES 


Remotivation Training Expanded 


Remotivation, a program to bridge the 
gap between the half-world of the men- 
tally ill and the real world outside the 
hospital, has been expanded with the es- 
tablishment of two new regional train- 
ing centers. 

The establishment of these centers 
to train psychiatric aides and nurses in 
Remotivation techniques was recently 
announced by Robert S. Garber, M.D., 
of New Jersey, chairman of the A.P.A.- 
Smith Kline and French Foundation Re- 
motivation Project. 

The centers are located at Central 
State Hospital in Oklahoma and West- 
ern State Hospital in Virginia. Other 
regional training centers are planned to 
cover the nation. The expansion, like 
the original program, is supported by 
funds from the Smith Kline and French 
Foundation, Philadelphia. 

Staffs at the training centers will in- 
struct aides and nurses from other men- 
tal hospitals in the area. Classes will be 
arranged periodically to conform to the 
needs of each section. Yearly workshops 
for Remotivation workers are planned in 
each of the area training centers. 


A Special Mailing 


Thanks to the generosity of the Divi- 
sion Fund of Chicago, the Mental Hos- 
pital Service subscribers will receive 
this month an extra mailing, the GAP 
Report No. 46, “Administration of the 
Public Psychiatric Hospital.” It was 
sent out at the same time as the October 
issue of MENTAL Hospirats. 


Seminars of Psychiatry for GP’s 


The third series of seminars of psychi- 
atry for the general practitioner started 
on September 14 at the Carrier Clinic, 
Belle Mead, N. J. Scheduled on a once- 
a-week basis through October 26, this 
series is sponsored by the N. J. Chapter 
of the American Academy of General 
Practice, the Special Committee on Men- 
tal Health of the Medical Society of New 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR: 


A.P.A. ANNUAL MEETINGS: 

8-12, Hotel Morrison, Chicago, Ill. (117th) 
7-11, Royal York Hotel, Toronto, Canada (118th) 

13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


May 
| 1962 May 
| 1963 May 


| A.P.A. MENTAL HOSPITAL INSTITUTES: 
17-20, Hotel Utah, Salt Lake City (12th) 

1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) 

1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


OTHER A.P.A. MEETINGS 


A.P.A. Regional Research Conference—Content of Psychiatric Research under 
State, Federal, and Community Sponsorship, October 12-13, Mayo Clinic, 
Rochester, Minn. 

A.P.A. Committee Meetings, October 28-29, A.P.A. Central Office, Washington, | 
D.C. 


A.P.A. Council Meeting, December 2-3, A.P.A. Central Office Washington, D. C. | 


1960 Oct. 


OTHER PROFESSIONAL ORGANIZATIONS 


THe NationaL Association oF State MentaL HEALTH PROGRAM Directors, | 
October 16-17, Hotel Utah, Salt Lake City. | 

VOLUNTEER SERVICE CoorpINATOoRS, October 16-17, Hotel Utah. Salt Lake City. | 

AMERICAN Society OF MentAL Hospitrat Business ADMINISTRATORS, Annual 
Meeting. October 17, Hotel Utah, Salt Lake City. 

Psycuiatric Nurses, October 17, Hotel Utah, Salt Lake City. 

HospitaL ComMittree, WesteRN MENTAL HEALTH CouNcIL ON TRAINING AND 

Researcu, Dinner Meeting, October 19, Hotel Utah, Salt Lake City. 

_ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFricers, Annual Meeting, 

October 26-28, Jack Tar Hotel, San Francisco, Cal. (Ing. Mack I. Shan- 
holtz, M.D., State Office Bldg., Richmond, Va.) 

American Pusiic HEALTH Association, Annual Meeting, October 31-November 
4, Civic Auditorium, San Francisco, Cal. 

Group FOR THE ADVANCEMENT OF Psycuiatry, Regular Meeting, November 3-6, 
Asbury Park, N. J. (Ing. M. J. Farrell, M.D., Box C, Waverly 78, Mass.) 

AMERICAN OCCUPATIONAL THERAPY AssociATION, Annual Conference, November 
14-18, Statler-Hilton Hotel, Los Angeles, Cal. 

NATIONAL ASSOCIATION For Menta Heattu, Annual Meeting, November 17- 19, 
Denver-Hilton Hotel, Denver, Colo. 

Councit on Menta Heattu oF THE A.M.A., Annual Conference of Mental 
Health Representatives of State Medical Associations, November 18-19, 
(Ing. R. J. Plunkett, M.D., A.M.A. Council on Mental Health, 535 N. Dear- 
born, St., Chicago, Ill.) 

/AcADEMY oF RELIGION AND Menta Heattu, Annual Symposium, November 
18-20, Arden House, Harriman, N. Y. (Ing. Harry Meserve, Program Direc- 
tor, 16 E. 34th St., New York 16, N. Y. 

_ASSOCIATION FOR RESEARCH IN Nervous & MENTAL Disease, Annual Meeting, 

December 9-10 (Inq. R. J. Masselink, M.D., 700 W. 168 St., New York City. 
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Jersey, the N. J. Neuro-Psychiatric In- 
stitute at Princeton, and the Carrier 
Clinic. A faculty of outstanding psychi- 
atrists, one neurologist, and one special- 
ist in obstetrics and gynecology will cover 
a variety of subjects of particular inter- 
est to general practitioners. Topics in- 
clude: “Hypnosis and the Physician.” 
“School Phobias,” “Psychosomatic As- 
pects of Obstetrics and Gynecology,” 
“Hormones and Behavior,” “Whiplash 
Injuries and the Psychiatric Implica- 
tions,” among others. 


Scheduled speakers are: Walter E. 
Barton, M.D., Boston University; Her- 
bert S. Gaskill, M.D., University of Colo- 
rado; M. Royden C. Astley, M.D., Uni- 
versity of Pittsburgh; J. Franklin Robin- 
son, M.D., Wilkes-Barre General Hospi- 
tal. Pa.; John Donnelly, M.D., Yale Uni- 
versity ; Edward C. Mann, M.D., Cornell 
University; Cecil Wittson. M.D.. Univer- 
sity of Nebraska; Leo Madow, M.D.. 
Women’s Hospital, Philadelphia, Pa.; 
Jules Masserman,. M.D.. Northwestern 


University; Howard P. Rome, M.D.. 


OLDEST ann LARGEST | 


DETENTION FEATURES INVISIBLE 
BETTER FOR PATIENTS 
EASIER TO OPERATE 


OLD 


Old obsolete type—open channel frame 
sections—dirt collector ‘‘detention de- 
vices all exposed when screen is 
opened”. 


NEW 


Our new cover plate type—in a con- 
structed tubular frame. “All detention 
devices concealed". Strong and sturdy 
in either aluminum or steel frames. | 


if you were a mentally disturbed patient would you feel locked in and con- 


fined when you saw the detention gadgets exposed and looking at you every 
time the screen was opened to adjust the room windows? 


Insist on the cover plate unit. 


Complete package unit if desired—consisting of Window—integral trim— 
underscreen operator and detention screen to suit your needs. 


Shock Distribution: 
Acknowledged by all—the finest in the detention field. 


Aluminum or steel frames 
AA—MEDIUM 
38% MORE STEEL — 76% MORE RIGIDITY 


AAA—MAXIMUM 


and 
DETENTION UNITS 


Main office and Factory: 140 Highland St. e Port Chester, N. Y. ¢N.Y.C. Tel. CYpress 5-7838 | 


A—MILDSAFETY 


Minnesota Graduate 


University of 
School; Harold Rosen, M.D., Johns Hop- 
kins University; and C. Knight Aldrich, 
M.D., University of Chicago. 


A Reminder: SKF Fellowships 
The A.P.A.-Smith Kline & French Foun- 


dation Committee will meet on October 
30, 1960, to consider applications for 
fellowships. Institutions interested in 
obtaining grants for medical students 
working either during summer months 
or on a part-time basis; for lectureships; 
or for staff training are reminded that 
the deadline for submitting applications 
is drawing near. Application forms can 
be obtained from: SKF Foundation Fel- 
lowship Committee, American Psychia- 
tric Association, 1700 18th Street. N.W., 
Washington 9, D. C. 


PEOPLE & PLACES 


MINNESOTA: Dr. David J. Vail, act- 
ing director of the Minnesota Depart- 
ment of Public Welfare since the end of 
January, became the medical director on 
August 1. 

Dr. Ralph S. Methany, Manager of 
the VA Hospital, Boston, Mass., has been 
named area medical director for the Vet- 
erans Administration at St. Paul, Minn., 
replacing Dr. Oreon K. Timm. 


OHIO: Dr. Wendell A. Butcher re- 
signed as assistant commissioner of men- 
tal hygiene and head of the Bureau of 
Mental Deficiency to devote full time to 
the private practice of psychiatry. 

Dr. Roger M. Gove, superintendent 
of Columbus State School, is the new 
head of the Ohio Psychiatric Association. 

Dr. Jerry O. Crist, a staff physician 
at Toledo State Hospital for the past six 
years, has accepted a temporary ap- 
pointment as acting superintendent of 
Lima State Hospital for the Criminally 
Insane. 

Dr. Gordon R. Loomis was named 
superintendent of the Sagamore Hills 
Children’s Psychiatric Hospital, now un- 
der construction and scheduled to open 
early next year. 

Miss Esther Wagner, director of 
the social service department at Cleve- 
land Psychiatric Institute and Hospital 
was honored by the National Associa- 
tion of Social Workers, Cleveland Area 
Chapter. She received an ‘award “in 
recognition of her example of dedicated 
and inspiring services in her capacity of 
director of social service at the Cleve- 
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land Psychiatric Institute and Hospital. 
As a pioneer in demonstrating the high 
quality of service that professional social 
workers can render in mental hospitals, 
Miss Wagner has provided consistent 
leadership in the achievement of higher 
standards of service, better professional 
salaries, and increased community un- 
derstanding of the needs of the mentally 


HERE & THERE: Dr. Russell N. Car- 
rier, president of the Carrier Clinic, 
Belle Mead, N. J., and Dr. Robert S. 
Garber, medical director, have been ap- 
pointed to the medical staff of Temple 
University School of Medicine, Philadel- 
phia, Pa., as associate professors of psy- 
chiatry. 

Dr. Arthur P. Holstein is now di- 
rector of St. Clair Hospital, Detroit. 
Mich. Prior to this appointment, he 
was on the psychiatric staff of the VA 
Hospital in Ann Arbor, Mich. 

Dr. Leonard Cammer has resigned 
as medical director of Gracie Square 
Hospital in New York City. 

Mr. Cyril Greenland, who was chief 
psychiatric social worker at the Ontario 
Hospital at Whitby, is now social work 
advisor for the Mental Health Division, 
Provincial Department of Health. and 
consultant in psychiatric social work and 
chief of social services at Toronto Psy- 
chiatric Hospital. 

Dr. David C. Wilson, formerly of 
the University of Virginia Hospital. 
Charlottesville, has moved to Imola. Cal. 
where he is now director of professional 
education at Napa State Hospital. 

Mr. Fred P. Ryder has been ap- 
pvinted administrator, Anclote Manor 
Hospital, Tarpon Springs, Fla. He was 
formerly hospital consultant for the 
Florida State Board of Health. 

Dr. Christian Kole became super- 
intendent of Winfield, (Kan.) State Hos- 
pital and Training School in July. He 
replaced Dr. Franklin R. Miller, who 
resigned to become associate professor 
of medicine at Hahnemann Medical Col- 
lege in Philadelphia, Pa. 

Mr. Stephen J. Cornett, Jr. has 
been appointed industrial therapy con- 
sultant for the Kentucky Department of 
Mental Health. In addition to his new 
responsibility to give consultation serv- 
ices to the other three hospitals, he will 
continue to supervise the industrial ther- 
apy department and the rehabilitation 
program at Eastern State Hospital in 
Lexington, where he has been the in- 
dustrial therapist for five years. 


The new manager of the Veterans Ad- 
ministration Hospital at Bedford, Mass., 
is Dr. Salvatore P. LaCerva who 
comes from the VA Hospital at Perry 
Point, Md., where he had been serving 
as director of professional services. 

Dr. Harold B. Witten has replaced 
Dr. Wayne J. Boyd as superintendent 
of Western State Hospital, Ft. Supply, 
Okla. Dr. Boyd has moved to Eastern 
State Hospital in Vinita. 

Dr. Ralph H. Kuhns, a psychiatrist 
with the VA Regional Office in Chicago, 
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Ill., has been appointed by the U. S. 
Chess Federation to coordinate the intro- 
duction of chess in the state mental hos- 
pitals as a therapeutic measure following 
its success in Germany and Great Brit- 
ain. Dr. Kuhns, a third-generation chess 
enthusiast, is a member of the Central 
Y.M.C.A. Chess Club in Chicago. He 
has also written extensively about the 
game. 

Dr. Frank H. Luton is the new clin- 
ical director at the Central State Hospi- 
tal. Nashville, Tenn. 
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a modern approach to an ancient art 


Get up-to-date on flooring! Use Novatraz, a new, 
improved terrazzo type flooring for busy institutions. 

All of the fine, inherent, timeless qualities of terrazzo are 
retained plus a series of new, improved properties 
important to institutions. For instance, Novatraz is... 


@ Tough, easy to maintain, has an attractive, colorful 
appearance. 

@ Applied in a thin coat—reduces floor weight, cuts costs. 

e Has a built-in resilience that is quiet and easy on the feet. 


e Has a remarkable resistance to oils, fats, greases, acids 
and other chemicals including urine. 

e Can be installed over most existing sub-floors—has 
its own adhesion. 

@ Is fire-resistant—will not support combustion. 


Investigate Novatraz now! Write for new descriptive 
folder plus the name of the franchised applicator 
nearest you. Address— 


5220 Whitby Avenue, Philadelphia 43, Pennsylvania 


SELBY, BATTERSBY & CO. 
1115 East 30th Street, Baltimore 18, Maryland 
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on the admissions service 


the rapid antipsychotic effect of 


Stelazine 


brand of trifluoperazine 


is especially valuable 


Because of its rapid antipsychotic effect, ‘Stelazine’ can 
help shorten the hospital stay of new admissions. 


To calm hyperactive patients 


‘Stelazine’ exerts little or no sedative effect; rather, 
‘Stelazine’ calms hyperactive patients chiefly because of 
its rapid effect against the psychotic process. Kovitz! 
comments that “One of the striking features of [‘Stelazine’] 
is its dual capacity ... to calm aggressive patients and 
... to stir passive, sluggish patients. . . .” 


To eliminate delusions and hallucinations 


A striking response to ‘Stelazine’ is the rapid reduction 
or elimination of delusions and hallucinations. Brooks* 
writes that ‘Stelazine’ dramatically alleviated hallucina- 
tions and delusions with “‘a more marked and consistent 
effect than that seen with any other agent.” 


To activate withdrawn patients 


‘Stelazine’ can activate to communicativeness the new 
admission who is withdrawn and mute, so that he is able 
to respond and to cooperate from the start in his treat- 
ment program. 


1. Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluo- 
perazine: A Preliminary Report, in Trifluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 144-149. 

2. Brooks, G.W.: Definite Ataractic Therapy in the Rehabilitation of 
Chronic Schizophrenic Patients: A Preliminary Report on the Use of Tri- 
fluoperazine, zbid., pp. 54-61. 


KLINES 
FRENCH 


leaders in psychopharmaceutical research 


Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. J. 
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